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This packet has 3 pages total. Please continue to the next

Patient	Name
First Last Ml (Preferred)

Address Address	2

City	___________________________________ State	_________________ Zip	_______________

Hm	Phone Cell______________________________ Work________________________________

Preferred	contact	method	for	confirmations: [			] HmPhone [			] WkPhone [			] Mobile	Phone [			] Text [			] E-mail

E-mail	address	______________________________________________________________

Date	of	Birth:_______________________ Sex:	[		]	Female			[		]	Male Social	Sec	#________________________________

Marital	Status: [			] Single [			] Married [			] Separated [			] Divorced [			] Widowed

New	Patient?	 [			] Y [			] N If	yes,	how	did	you	hear	of	our	office?	__________________________________________________

First Last Ml (Preferred)
Check	box	if	address	is	same	for	entire	family	[			] If	address	if	different,	please	enter	below

Address Address	2

City State	___________________ Zip ___________

Hm	Phone Cell______________________________ Work________________________________

Preferred	contact	method	for	confirmations: [			] HmPhone [			] WkPhone [			] Mobile	Phone [			] Text [			] E-mail

E-mail	address	______________________________________________________________

Date	of	Birth:__________________________ Sex:	[		]	Female			[		]	Male Social	Sec	#________________________________

Marital	Status: [			] Single [			] Married [			] Separated [			] Divorced [			] Widowed

Your	relationship	to	subscriber:	 [			] Self [			] Spouse [			] Child [			] Other

Subscriber	Name Subscriber	DOB

Employer Subscriber	ID	#

			Insrance	Company	_______________________________________________ Group	#	_______________________

			Ins.	Co	Address	__________________________________________________ Subscriber	Social	Sec	#___________________

Your	relationship	to	subscriber:	 [			] Self [			] Spouse [			] Child [			] Other

Subscriber	Name Subscriber	DOB

Employer Subscriber	ID#

			Insrance	Company	_______________________________________________ Group	#	_________________________

INSURANCE	POLICY	1	(Primary)

INSURANCE	POLICY	2	(Secondary)

Welcome	To	Middlebury	Dental	Group

If	you	have	any	questions,	we'll	be	glad	to	help.

RESPONSIBLE	PARTY-	required	if	patient	is	a	child,	or	if	policy	holder	of	insurance	is	someone	other	than	patient.	

Name	of	
Responsible	

We	are	pleased	to	welcome	you	to	our	office.	Please	take	a	few	minutes	to	fill	out	this	form.	

PATIENT	INFORMATION
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	Ins.	Co	Address	__________________________________________________ Subscriber	Social	Sec	#	___________________
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