
Confidential Medical/Dental History 

Name________________________________________________________ 

Birth Date____________________________________________________ 

Address______________________________________________________ 

City, State, Zip_________________________________________________ 

Spouse Name and DOB__________________________________________ 

Phone Number H__________________________C____________________ 

Employer_____________________________________________________ 

Email Address_________________________________________________ 

Referred By___________________________________________________ 

Dental Insurance:                  Y                                            N 

Primary Insurance_____________________________________________ 

Subscriber ID Number__________________________________________ 

Group Number_____________________Plan Name__________________ 

Address______________________________________________________ 

City, State, Zip_________________________________________________ 

Phone Number________________________________________________ 

Secondary Insurance___________________________________________ 

Subscriber Name and DOB______________________________________ 

Group Number_____________________Plan Name_________________ 

Address_____________________________________________________ 

City, State, Zip_________________________________________________ 

Phone Number_________________________________________________ 


