
About You
Today’s Date: __________________     Email Address: __________________________________________________

Name: _________________________________________________________ I prefer to be called: ______________________________       Male      Female
 Last                 First              MI        Mr   Mrs   Ms   Dr

Birthdate: _____/_____/________    Age: ________   Social Security #: ____________________      Single      Married      Divorced      Widowed      Separated

Home Address: __________________________________________________________________________________________________________________
   Street      City   State   Zip

Home Phone #: (____)___________  Cell Phone #: (____)___________  Work Phone #: (____)__________Ext.____   Driver’s License #: _______________

Where & when are the best times to reach you? ______________________ Whom may we thank for referring you? _____________________________

Other family members seen by us: __________________________________________________________________________________________________

Employer: ______________________________________________________ How long there? _____________ Occupation: ________________________

Employer’s Address: _____________________________________________________________________________________________________________
   Street/PO Box     City            State   Zip

Who is responsible for this account? _______________________________________________________________________________________________

Relative not living with you

His / Her Name: _______________________________   Relation: ____________   Work Phone #: (____)__________   Home Phone #: (____)___________

Address: _______________________________________________________________________________________________________________________
   Street      City   State   Zip

Spouse Information
His / Her Name: ________________________________________________   Birthdate: _____/_____/________   Social Security #: ____________________

Employer: _________________________________________________   Work Phone #: (____)__________Ext.____   Driver’s License #: _______________

Insurance Information
Primary Insurance Dental Coverage?       Yes       No  Orthodontic Coverage?       Yes       No

Insurance Co. Name: ______________________________   Phone #: (____)__________   Group # (Plan, Local or Policy #): ___________________________

Insurance Co. Address: ____________________________________________________________________________________________________________
   Street/PO Box     City            State   Zip

Insured’s Name: __________________________   Insured’s Social Security #: _________________   Insured’s Birthdate: ___/___/___   Relation: ___________

Insured’s Employer: __________________________   Employer’s Address: ___________________________________________________________________
         Street/PO Box  City          State  Zip

Secondary Insurance Dental Coverage?       Yes       No  Orthodontic Coverage?       Yes       No

Insurance Co. Name: ______________________________   Phone #: (____)__________   Group # (Plan, Local or Policy #): ___________________________

Insurance Co. Address: ____________________________________________________________________________________________________________
   Street/PO Box     City            State   Zip

Insured’s Name: __________________________   Insured’s Social Security #: _________________   Insured’s Birthdate: ___/___/___   Relation: ___________

Insured’s Employer: __________________________   Employer’s Address: ___________________________________________________________________
         Street/PO Box  City          State  Zip

222 N. Plum Grove Rd.
Palatine, IL 60067-5233


