
SOCIAL HISTORY

DATE: ___________________________________________________________________  

PATIENT NAME: ___________________________________________________________

ADDRESS: ________________________________________________________________________________________________________

                    _______________________________________________________________

EMAIL: ___________________________________________________________________

EMPLOYER: ______________________________________________________________

SPOUSE NAME: ___________________________________________________________

SPOUSE EMPLOYED BY: ___________________________________________________

EMERGENCY NAME & PHONE: ______________________________________________

_________________________________________________________________________

PREVIOUS DENTIST: _______________________________________________________

DATE LAST SEEN: _________________________________________________________

PHYSICIAN’S NAME: _______________________________________________________

DENTAL INSURANCE CO. ___________________________________________________  POLICY HOLDER’S NAME: _________________

POLICY HOLDERS SOC. SEC. # ______________________________________________  POLICY HOLDER’S DOB: ___________________

PAYMENT METHOD:                    CASH                    CHECK                    CREDIT CARD                    FLEX

PERSON RESPONSIBLE FOR ACCOUNT: _______________________________________________________________________________

DATE OF BIRTH:_________________________

HOME PHONE: __________________________

CELL PHONE: ___________________________

WORK PHONE: __________________________

SS#: ___________________________________

SCHOOL: ______________________________

PARENT’S NAME: ________________________

MOM’S OCCUPATION: ____________________

MOM’S WORK #: ________________________

DAD’S OCCUPATION: ____________________

DAD’S WORK #: _________________________

PLEASE COMPLETE FOR MINORS OR STUDENTS

M F
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