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PATIENT INFORMATION

Thank you for trusting us with your dental care. We promise to do our best to provide you with the finest care available. If you have any questions, please do not hesitate to call us

1900 S. Coulter Suite G. • Amarillo, TX 79106 • (806) 581-4180



Name 	Birthdate 	SS# 	
Sex:  □ Male □ Female	Home/ Cell 	 Text?	□ YES  □ NO
Check appropriate box:  □ MINOR □ SINGLE  □ MARRIED □ OTHER: ___________________________________________
Referral Source - How did you hear about us? 	
Emergency Contact person: ______________________________________ Phone: _______________________________
RESPONSIBLE PARTY 1 	

Name 			Relation to Pt 				 Birthdate 	SS# 			Home/ Cell 					 Address 		City 			State 	Zip 	_
· Married □ Single □ Other _	Email 	
RESPONSIBLE PARTY 2	Lives with Child □ YES  □ NO

Name 			Relation to Pt 				 Birthdate 	SS# 			Home/ Cell 					 Address 		City 			State 	Zip 	_
· Married □ Single □ Other _	Email 	
INSURANCE INFORMATION – PRIMARY	Must provide a copy of the insurance card

Insurance Name 			Insurance Phone 				 Insurance ID #					 Insurance Group # _				 Name of Subscriber 					Relation to Patient 				 Date of Birth 	SS# _					Home/ Cell 				  Address 		City 						State 	Zip 	_ Employer Name 				Employer Phone # 				  INSURANCE INFORMATION – SECONDARY					Must provide a copy of the insurance card
Name of Insured _					Relation to Pt 				 Insurance Name 			Insurance Phone 				  Insurance ID #						 Insurance Group # _				  Name of Subscriber 						Relation to Patient 				 Date of Birth 	SS# _						Home/ Cell 					 Address 		City 						State 	Zip 	_ Employer Name 				Employer Phone # 				 
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