
In order for us to better serve you, please fill in the following information completely 
 

Today's Date: ___________ 
 

Patient's Name: _________________________________ Date of Birth: _________________ 

(Do you have another name you prefer to be called?: ________________________________ 

Address City: __________________________________________ ZIP Phone: ___________ 

E-Mail Address: ___________________________________Cell Phone: ________________ 

Your Occupation: ______________________Employer: ___________Phone: ____________ 

Spouse Employer Phone: _________________Employer: ___________Phone: __________ 

If patient is in school, name of school: ____________________________________________ 

Person Financially Responsible: _____________________ Relationship: ________________ 

Social Security #: ______________________License #: _________________ 

Previous Dentist Last Visit: ____________________________________________________ 

How did you find out about our office; whom may we thank for referring you? ____________ 

Reason for appointment or concern about your smile: _______________________________ 

__________________________________________________________________________ 

For patients with Dental Insurance  

Insurance Carrier (Mr.) _________________________ (Mrs.) _______________________ 

Union Name or No. (Mr.) ________________________ (Mrs.) _______________________ 

I hereby authorize payment directly to Juan Delgado, D.D.S., of the group insurance benefits  

otherwise payable to me.  
 

Signed: ________________________________________  Date: _____________ 

 

My signature below is an acknowledgement that I have received a copy of the Dental 

Materials Fact Sheet and have also been given a copy of the Notice of Privacy Practices. 

This is not a contract, authorization, release, or consent form.  

 

Signed: ________________________________________  Date: _____________ 




