
 

La Jolla Cosmetic and Family Dentistry Inc.      New Patient Form   

PATIENT FORM 

 
 

Today’s Date: ----------------------------------------- 
 

 

Patient Information  
 

Name: ------------------------------------------------------------------------------------ D.O.B.  ----------------------  Home Phone: ----------------------------- 

 

Address: -------------------------------------------------------------------------------------  City: -----------------------------  State: -----------  Zip: --------------- 

 

Check the Following:  Minor     Single     Married     Divorced     Widowed    Separated  

 

If student, Name of School/College: ---------------------------------------------- City:  ----------------------  State: ----------  Zip: ---------------- 

 

Patient’s or Parent’s Employer: ---------------------------------------------------------------------------------  Work Phone: -----------------------------  

 

Business Address: ---------------------------------------------------------------------------- City:  ----------------------  State: ---------- Zip: ---------------- 
 

Spouse or Parent’s Name: ----------------------------------------------------  Employer:  -----------------------  Work Phone: ------------------------ 
 

Whom May We Thank for Referring You : ------------------------------------------------------------------------------------------------------------------ 
 

Person to Contact in Case of Emergency : ----------------------------------------------------------------------------  Phone: -------------------------- 
 

 

 

Insurance Information 
 

Name of Insured: ----------------------------------------------------------------------------  Relationship to Patient: -------------------------------------- 
 

D.O.B: -------------------------- Social Security # -------------------------------------------------- Date Employed: -------------------------------------  

 

Name of Employer: ---------------------------------------------------------------------------------------------------- Work Phone: ----------------------------  

 

Address of Employer: -----------------------------------------------------------------------  City: ----------------------- State: ---------- Zip: -------------- 
 

Insurance Company: ------------------------------------------  Group # ------------------------------ Policy/ID # ----------------------------------------- 
 

Ins. Co. Address: -------------------------------------------------------------------------------- City: ----------------------  State: ---------- Zip: ------------- 
 

DO YOU HAVE ANY ADDITIANAL INSURANCE? Please check:  YES       NO  

 

 

Name of Insured: ----------------------------------------------------------------------------- Relationship to Patient: -------------------------------------- 
 

D.O.B: -------------------------- Social Security # ------------------------------------------------- Date Employed: --------------------------------------  

 

Name of Employer: --------------------------------------------------------------------------------------------------- Work Phone: -----------------------------  

 

Address of Employer: ----------------------------------------------------------------------- City: ---------------------- State: ---------- Zip: ---------------- 

 

Insurance Company: ------------------------------------------ Group # ------------------------------ Policy/ID # ----------------------------------------- 
 

Ins. Co. Address: -------------------------------------------------------------------------------- City: ----------------------  State: ---------- Zip: -------------- 
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