PATIENT INFORMATION

Name: Appointment Date:

LAST FIRST MIDDLE
Address:

STREET APARTMENT # cITY STATE zIP

Home Ph.( ) CellPh.( ) Patient Soc. Sec. #
Date of Birth: Age: Sex: O Male O Female MaritalStatus: OS OM Qw OD
Patient’s Employer: Occupation:
Work Ph. ( ) Email:
Spouse’s Name: Occupation:

Spouse’s Employer:

Business Phone: ()

IF PATIENT IS A MINOR, COMPLETE MOTHER & FATHER INFORMATION:

Mother’s Name

Father’s Name

Address: Address:

City, State, Zip: City, State, Zip:

Employer: Employer:

Home #: ( ) Work #: () Home #: ( ) Work #: ( )

IN CASE OF EMERGENCY: Name and address of relative/friend not living at same address:

Name: Relationship:
Address: Phone: ( )

DENTAL INSURANCE INFORMATION
PRIMARY COMPANY: O PPO Plan (O HMO Effective Date:
Insurance Company Address:

STREET SUITE # cITy STATE zIP
Policyholder’s Soc. Sec. No.: Insurance Phone #: ()
Policy #: Group #:
Policyholder’s Name: Birthday Sex: O Male OFemaIe
SECONDARY COMPANY: ( )PPOPIan ( ) HMO Effective Date:
Insurance Company Address:
STREET SUITE # cITY STATE zIP

Policyholder’s Soc. Sec. No.: Insurance Phone #: ()
Policy #: Group #:
Policyholder’s Name: Birthday: Sex: OMaIe O Female

HEALTH INSURANCE INFORMATION

PRIMARY COMPANY: Effective Date

Insurance Company Address
Policyholders Soc. Sec. No.

Policy No.

Insurance Phone:

Group No.

Policyholders Name

DOB M F

INSURANCE AUTHORIZATION

| request that payment of authorized Medicare or other third party benefits be made on my behalf to Drs. Woodard
& Sundell, for any or all services furnished me by these physicians. | authorize any holder of medical information
about me to release to Health Care Financing Administration/CMS and its agents (or other insurance co. or third
party payer) any information needed to determine benefits or benefits payable for related services. | UNDER-
STAND THAT | AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES.

SIGNATURE x

DATE
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