
PATIENT INFORMATION 

Name: _____________________________________________________________ 
  Last    First    MI 

Male    Female    Married    Single    Child    Other 

Social Security#:________________________________   Birth Date:_____________________________ 

Phone: Home: _____________________   Cell:_____________________ Email:____________________ 

How would you like to be contacted? (circle all that apply)  home phone   cell phone   email    text  

Preferred appointment time:    Morning    Afternoon    Evening    Sunday 

Address: ______________________________________________________________________ 
                                    Street                                                                                                               Apt# 

                   ____________________________________________________________________________________ 
                                      City                                                                   State                                               Zip 

Occupation: __________________________________________________________________________ 

Work phone: ________________________ext:_______Employer:  ______________________________  

Work Address:    ______________________________________________________________________ 

                             _______________________________________________________________________ 

Do you have dental insurance?     Y     N     Insured’s name: _____________________________________ 

Insured’s employer:_____________________________________________________________________ 

        Address:____________________________________________________________________ 

          ____________________________________________________________________ 

Employer’s phone: ______________Policy#/Group #: __________Relationship to insured:____________ 

                            274 Old Nyack Tpk  •  Spring Valley,  NY  10977 • (845)352-7545 


