
360.254.9700  •  11100 NE Coxley Dr.  •  Vancouver, WA  •  dentus.com

FOR OFFICIAL USE ONLY:  UPDATES 

   Initial                date                Initial               date                  Initial                date                    

                                                                                                                                                                                            

                                                                                                                                                                                 

Who should we contact?:                                                                                     

Relation:                                                                                                                         

Home Phone #:                                                                                                        

Work Phone #:                                                                                                          

Who is your Medical Doctor?:                                                                               

M.D.’s Phone #:                                                                                                            

In Case of Emergency

Primary Dental Insurance

Ins. Co. Name:                                                                                                          

Address:                                                                                                                     

                                                                                                                                      

Ins. Co. Phone #:                                                                                                           

Subscriber SS# / ID#:                                                                                             

Group #:                                                                                                                     

Relation:                                                      Birthdate:               /             /            

Insured’s Employer:                                                                                               

Secondary Dental Insurance

Ins. Co. Name:                                                                                                          

Address:                                                                                                                     

                                                                                                                                      

Ins. Co. Phone #:                                                                                                           

Subscriber SS# / ID#:                                                                                             

Group #:                                                                                                                     

Relation:                                                      Birthdate:               /             /            

Insured’s Employer:                                                                                               

Insurance Info

City State Zip Code

City State Zip Code

PRINTED ON RECYCLED PAPER

Today’s Date:              /              /            

About You
 

     

Patient Name:                                                                                                                                               

What you prefer to be called:                                                                          Male         Female      

Birthdate:               /              /                 Age:                       SS#:                                                                   

Mailing Address:                                                                                                                                                  

                                                                                                                                                                             

Home Phone #:                                                                                                                                              

Work Phone #:                                                                    Other Phone #:                                                     

E-mail:                                                                                                                                                                

Would you prefer e-mail confirmations for your dental appointments?      * Yes     * No

Please check all the ways you heard about our office:
  Insurance Company        Print ad       Dentus promotion       Dentus staff member
  Facebook        Internet search       Dentus website        Referral by friend or family

If a friend or family member referred you to our office, we would like to thank them.
Please list their name:                                                                                                                                 

Employer:                                                                                    How Long?                                              

Employer’s Address:                                                                                                                                        

                                                                                                                                                                            

Occupation:                                                                                                                                                   

Status:      Minor      Single      Married       Divorced       Separated       Widowed

Spouse’s Name:  _____________________________      Birthdate:               /              /            

Spouse’s Employer:                                                                  Work Phone #:                                       

Employer’s Address:                                                                                                                                        

                                                                                                                                                                            

City

City

City

State

State

State

Zip Code

Zip Code

Zip Code

*
****

* * *

* * * * * *

**

Name:                                                                                                                                                             

Relation:                                                                                                                                                         

Billing Address:                                                                                                                                            

                                                                                                                                                                          

      Own         Rent     How long at this address?                                                                                   

If less than one year, how long at previous address?                                                                      

SS#:                                                                   Work Phone #:                                                                   

Driver’s Licence # & State:                                                                                                                         

Payment Method:          Payment in Full            Ins/Payment plan, on approved credit 

The information provided here is for the person financially responsible for this patient.  
The person named must be the person who signs this form.

I hereby authorize assignment of my insurance rights and benefits directly to the provider for 

services rendered. I fully understand I am solely responsible for all balances and may opt for A 

payment plan upon approved credit.

Signature:                                                                                                                                                      

There will be a charge of $58.00 per hour for missed appointments with less than 24 hours notice. 

Account Info 

City State Zip Code

* *

* *


