
 
  

Patient information form  

 

 

 

today’s date 
 
 

Patient Information  
 

      

first name                    middle                   last               nickname             date of birth     age 
 

    

street                     city                 state       zip code 
 

    Single   Married   Widowed   Separated   Divorced  Male   Female 

social security no.            home phone no.             cell no.  
 

    

e-mail                            school                     grade       name/age of other siblings 
 

Responsible Party Information Adult patients, please complete this section 
 

      

first name                    middle                         last                                        social security no.            date of birth    relation to patient 
 

    

street (if different from patient)                 city                  state       zip code 
 
 

     

years at this address    previous address (if less than 3 years)               city                  state       zip code 
 
 

 Own   Rent    

                                      home phone no.                 cell/work no.                       e-mail  
 
 

    

employer                                                      position/title                                          work no.          years employed 
 

    

street                     city                                  state          zip code 
 

      

spouse’s name                        middle                         last                                        social security no            date of birth     relation to patient 
 

    

employer                                                      position/title                                          work no.          years employed 
 

    

patient’s emergency contact                                                                                    home no.                          work/cell no.                relation to patient 
 
 

Insurance Information 
 

     

primary medical insurance company        group no.                policy no.                      policy holder’s name (If not responsible party)        date of birth  
 

     

secondary medical insurance company    group no.                policy no.                      policy holder’s name (If not responsible party)        date of birth  
 
 

     

dental insurance company                  group no.                policy no.                       policy holder’s name (If not responsible party)       date of birth  
 

Patient’s Doctor Information 
 

     

patient’s dentist                                                office no.       date of last cleaning   primary physician                                         office no. 
 

Referral Information 
 

 Yes        No   

Were you referred to Dr. Pickett?         If yes, by whom?                      What is your reason for today’s visit?  
 


