
PATIENT INFORMATION

Name: Mr. Mrs. Ms. _________________________________________________________________ Today’s Date: ______/______/______
			             First 		  MI 		  Last

What would you like us to call you? (preferred name): ___________________________________________________________________

Street Address: ______________________________________________________________________________________________________

City: ____________________________________________________________________ State: ___________  Zip Code:________________

Phone: (Primary) _____________________________  (Work) _____________________________  (Cell) _____________________________

Email Address: _______________________________________________________________________________________________________

How would you like us to confirm your appointments:   E-mail   Phone   Not necessary

Social Security Number: ____________________________________________________________  Date of Birth: ______/______/______

Whom may we contact in case of emergency:

Name: __________________________________________________________________________ Phone: ____________________________

Whom may we thank for referring you: _________________________________________________________________________________

TELL US ABOUT YOU
The better we understand you, the better we can serve you. We don’t like to make assumptions or guess about what makes you 

tick. Please place an X along each line indicating which way your opinion or preference leans.

 	

(over please)

WELCOME TO OUR OFFICE!
Our Purpose Is: We are here to build health-enhancing relationships and friendships with the people in our reach. We 
each bring a strong personal commitment to our work and by making a significant difference in the lives of others we 
come to know ourselves better. Written collectively by your dedicated Dental Team

FOR OFFICE USE ONLY

I like to be presented  
with more options

I tend to look at the  
big picture

I prefer more temporary 
solutions at lower cost

 
I largely determine the 
extent of my care

I like to be presented 
with fewer options  

I tend to look at the details

I prefer long-lasting 
solutions that may  

cost more

My insurance largely 
determines the extent  

of my care



Susan S. Maples, DDS  •  2101 Aurelius Rd., Ste 1  •  Holt, MI 48842-1380  •  (517) 694-0353 ©

 

FOR OFFICE USE ONLY

PERSON RESPONSIBLE FOR PAYMENT/ 
PRIMARY DENTAL INSURANCE

Name: Mr. Mrs. Ms. _________________________________________________________________________________________________
				              First 			   MI 			   Last

Street Address: ______________________________________________________________________________________________________
					     Address if different from Patient Information

City: ____________________________________________________________________ State: ___________  Zip Code:________________

Phone: (Home) ______________________________________________  (Work) ________________________________________________  

Social Security Number: ____________________________________________________________  Date of Birth: ______/______/______

Employer Name: _________________________________________________________ Occupation: ________________________________

Employer Address: _______________________________________________________________________________________________________

Insurance Company: ________________________________________________________________  Phone: ________________________

Group Number: _________________________________________  Contract Number: __________________________________________

Have you used your insurance this year?   Yes   No

SPOUSE AND/OR SECONDARY DENTAL INSURANCE

Name: Mr. Mrs. Ms. _________________________________________________________________________________________________
				              First 			   MI 			   Last

Street Address: ______________________________________________________________________________________________________

City: ____________________________________________________________________ State: ___________  Zip Code:________________

Phone: (Home) ______________________________________________  (Work) ________________________________________________  

Social Security Number: ____________________________________________________________  Date of Birth: ______/______/______

Employer Name: _________________________________________________________ Occupation: ________________________________

Employer Address: _______________________________________________________________________________________________________

Insurance Company: ________________________________________________________________  Phone: ________________________

Group Number: _________________________________________  Contract Number: __________________________________________

To the best of my knowledge, the information above is correct. I realize that this office will assist with insurance billing and to 
the best of their knowledge, however, all charges for services and any finance charge for untimely payments are ultimately  
my responsibility.

Signature (parent’s if minor) X: _____________________________________________________________  Date: ______/______/______


	New papient forms

	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Check Box83: Off
	Check Box84: Off
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Button108: 


