FOOTHILL

FAMILY DENTISTRY

J. MICHAEL CARPENTER, DMD, PLLC

PATIENT INFORMATION

PLEASE FILL THIS FORM OUT AS COMPLETELY AS POSSIBLE AS THIS WILL HELP US BETTER COMMUNICATE
WITH YOUR INSURANCE COMPANY AND WILL HELP TO MINIMIZE ANY PROCESSING ERRORS THAT MAY
DELAY YOUR INSURANCE REIMBURSEMENT

PLEASE FILL OUT FRONT AND BACK

First Name: Middle Initial: Last Name:

Address:

City / State / Zip

Home Phone: ( ) - / Cell Phone: ( ) -
Date of Birth: / /
SS#: - -

[J Male [J Female / Martial Status: [] Married [ Single [] Divorced [] Separated [J] Widowed

Employment Status: [1 Full Time [ Part Time [J Retired
Student Status: [1 Full Time [ Part Time

Emergency Contact:

Name: / Relationship:

Home Phone: ( ) - / Cell Phone: ( ) -

[] Responsible Party is also a Policy Holder for Patient [ Primary Insurance Holder [ Secondary Insurance Holder
If you are not the insurance policy holder please fill out the following information on the policyholder

First Name: Middle Initial: Last Name:

Address:

City / State / Zip

Home Phone: ( ) - / Cell Phone: ( ) -

Date of Birth: / /

SS#: - -




Primary Insurance Information:

Name of Insured:

Relationship: [1 Self [] Spouse [ Child [ Other

Insured SS# or Member ID: / Insured DOB: /

Insurance Company Information:

Insurance Company:

Address:

City, State & Zip:

Secondary Insurance Information:

Name of Insured:

Relationship: [1 Self [1 Spouse [ Child [ Other

Insured SS# or Member ID: / Insured DOB: /

Insurance Company Information:

Insurance Company:

Address:

City, State & Zip:

Additional Information:




