Ormond Beach Dental Group 


Patient #___________________

Patient Information (Please Print)

Patient’s Name_______________________________________ Preferred Name_________________________                             

Soc Sec #__________________________________ Birth date_______________ Male ______  Female______

Marital Status: (Circle One)     Minor       Single         Married          Separated           Divorced          Widowed  

Address________________________________________________________________________________

City___________________________________________________State___________Zip_________________

E-Mail__________________________________ Dr. Lic. #_______________________________State_______

Home Phone_________________________________ Cell Phone_________________________________

Pager_____________________________ Work Phone____________________________ Ext____________

Patient’s Employer____________________________________Occupation____________________________

Spouse or Parent’s Name__________________________________Work or Cell Phone___________________

Emergency contact person__________________________________ Relationship ______________________

Address ______________________________________________Phone______________________________

Whom May We Thank For Referring You? ____________________________________________

For your convenience, we offer the following methods of payment.  Please circle the options you prefer.

Cash        Visa       Mastercard     Discover     American Express      Personal Check

Do you have Dental Insurance?          YES          NO       If YES, please complete this section.____________    

Policyholder:____________________________________DOB_________________ Relationship___________

Insurance Co._______________________________________ Soc. Sec. # ______________________________

Address___________________________________________________________________________________

Ins. Co. Phone#_______________________________Group/Policy #_________________________________

If patient is under 18, please fill out the section below.   IF ADULT, please go to next page.

Responsible Party                                                                                        Relationship 

Person Responsible for Payment_________________________________to Patient_______________________

Is this currently a patient in our office?   YES      NO     Soc Sec #_______________________________

Address___________________________________City_____________________State______Zip___________

Home Phone__________________________ Cell Phone_________________________DOB ______________ Employer______________________________Work Phone___________________________ext____________ 

Is patient a full time student?    YES   NO    Name & location of school? _______________________________

Please Fill Out First Three Pages


