
WWeellccoommee  ttoo  DDrr..  CChhrriissttiinnee  TThheerroouuxx  

FFaammiillyy  aanndd  CCoossmmeettiicc  DDeennttiissttrryy!!  
 

                        PPAATTIIEENNTT  IINNFFOORRMMAATTIIOONN  

 

Date_______________________ Home Phone   
(________)__________________________ 

Name______________________________________________________________________ 
 Last Name                                                                             First Name                                                           Middle Initial 

SS/HIC/Patient ID # _______________________ E‐mail ______________________________ 
 
Address ___________________________________________________________________________________ 

City________________________________________________ State___________ Zip ____________________ 

Sex     M      F     Age_______ Birthdate_____________________  
Married        Widowed     Single      Minor

   
      Separated    Divorced      Partnered for_______ years 

Patient Employer/ School____________________________________ Occupation__________________________ 

Employer/School Address_____________________________Employer/School Phone (______)_______________ 

Whom may we thank for referring you?_____________________________________________________________ 

In case of emergency who should be notified?____________________________Phone (______)______________ 

DDEENNTTAALL  IINNFFOORRMMAATTIIOONN  

Former Dentist_________________________________ Date of last dental care/X‐rays______________________ 

Person Responsible for Account _________________________________________________________________  
                                                            Last Name                                                                             First Name                                                           Middle Initial 

Relation to Patient _______________________Birthdate________________ Soc. Sec. #_____________________ 

Person Responsible Employed by_____________________________ Phone (______)_____________ 

Business Address_____________________________________________ Business Phone (______)_____________ 

Insurance Company_____________________________________________________________________________ 

Contract #_______________________ Group # _______________________Subscriber #_____________________ 

Names of other dependents covered under this plan __________________________________________________ 

  

  


