
 
Pomerado Dental 
Patient Information 

 
Please fill out the following confidential information Date:_________________ 
 
Patient Information 
Name:_________________________________________________________________ 
Wish to be called:_____________________________________________________ 
Spouse(if applicable):____________________________________________________ 
Address:_______________________________________________________________ 
___________________________City:__________________State:_____Zip:_________ 
Home Phone:_________________Work:__________________Cell:______________ 
Birthdate:_________________   Married:_____Single:_____Child(under 18):______ 
Occupation:_____________________________________________________________ 
Is there another relative or family member as a patient in our office? 
Their Name(s):__________________________________________________________ 
 
Account Information 
Person Financially Responsible for Account 
Name:_________________________________________________________________ 
Drivers License No.:_____________________________________________________ 
Address(if different than above):__________________________________________ 
_________________________ City:__________________State:_____Zip:__________ 
 
Dental Insurance Information 
Primary Insurance Carrier Information 
Name of Employed:______________________________________________________ 
Place of Employment:_____________________________ Occupation:____________ 
Name of Insurance Company:_____________________________________________ 
Group Number:____________________________ 
Birthdate:__________________________ Social Security No.____________________ 
Secondary Insurance Carrier Information(if applicable) 
Name of Employed:______________________________________________________ 
Place of Employment:_____________________________ Occupation:____________ 
Name of Insurance Company:_____________________________________________ 
Group Number:____________________________ 
Birthdate:__________________________ Social Security No.____________________ 
 
Getting to Know You 
Who can we thank for your referral to us?___________________________________ 
Person to Contact for Emergency:__________________________________________ 
Emergency Contact Phone Number:________________________________________ 
Leisure Activities or Hobbies:_____________________________________________ 
________________________________________________________________________ 






