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INFORMATION FOR DOCTOR’S HISTORY 
 

 
(Please Print)                                                                                       Date of 
Patient’s Name:________________________________Age:_____ Birth:_____________ 
 
 
 
Res. Address:____________________________________Res. Phone #(___)__________ 
 
                                                                                              Cell Phone#(     )___________ 
 
City/State:_________________,_______Zip:_________Social Security#:____________ 
 
E-Mail:__________________________________________________ 
 
Marital Status (Circle):  Single       Married       Divorced       Widowed 
 
Patient’s Employer:_____________________Address:___________________________ 
 
 
Occupation:____________________________Business Phone#:____________________ 
 
 
Spouse's Name:_______________________Spouses Employer:___________________ 
 
 
Spouse’s Occupation:_____________________Business Phone#:(___)_______________ 
 
If patient is a minor-name 
of Parent or Legal Guardian::________________________________________________ 
 
Name of Medical Doctor:_____________________Dental Insurance Name:__________ 
 
Referred By:_____________________________________ 
 
I hereby give consent to any necessary procedures related to my dental care. 
 
Signature:___________________________Date:_____________ 
 


