
Welcome to Downtown Dentul Cure!
Will you please help us by providing us with the following confdential information?

First Narne

Work Pbr>ne Cell Phone:

Date of Bitlh:City, State, Zip

SS#: Driver's License: Sex: M----I- Occupalion:

Employer: _, Address, City State, Zip

Emergency Contact Name: Phone #

Spouse's/ Partner Name Occupation:

Spouse's/ Partner Address (ifdifferent than above): City, State, Zip:

Spouse's/ Panner Ernployer: Address, City, State, Zip:

Names ol'other members of your household:

ln lhe cvent that rve musi cont|ct you for scheduling changes, etc, please indicate the best PHONE NUMBER during business hours lo phone you:

Phone number: Time:

PATIENT INFORMATION:
E-mail Address , l-ast Narne:

Prel'ened to be called: , Mailing Address

Horne Phonc:

Please let us knorv how you heard about us:

IN SURANCE INFORMATION :

Primary Insurance ConrparrY Address:

City: State: Phone #

Policy Holder Name Birth date:

Group# or Policy #

Flexible Spending accounts: All balances are to be paid in full at time of service, you will then receive an itemized

receipt foi services rendered for your flexible account reimbursement directly to you.

zip:

I hereby authorize the release of any information to my insurance company or companies, including records of examinations, diagnosis

and/or treatment. This release is soiely for the purpo." of facilitating the billing and reimbursement' directly to Dorvntown Dental care of

insurance trenefits under which I am entitled. I heieby agree that I am linancially responsible for all treatment rendered, and understand

that complete payment will be made after each treatment, unless other financial arrangements have been previously arranged'

Patient's Signature:


