
PATIENT INFORMATION FORM 

NAME ________________________________________________________________________ 

BIRTHDATE _________________________ EMAIL _______________________________________ 

HOME TEL ________________________________ CELL __________________________________ 

ADDRESS ______________________________________________________________________ 

CITY ______________________________ POSTAL CODE __________________________________ 

DRIVER'S LICENSE (REQUIRED FOR PRESCRIPTIONS) ___________________________________________ 

WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?  

PATIENT __________________________ 

SPECIALIST/DR ___________________________  

INSTAGRAM  SIGN 

GOOGLE 

OPENCARE 

FA CEBOOK  

MAILER

OTHER ________________________________ 

IN CASE OF EMERGENCY, WHOM SHOULD WE CONTACT? 

NAME ____________________________________        HOME ____________________________

CELL _________________________________                     WORK ____________________________ 

PHYSICIAN'S NAME _______________________________ PHONE ___________________________ 

SPECIALIST'S NAME _______________________________ PHONE ___________________________ 

COMPLETE IF YOU HAVE DENTAL INSURANCE THAT YOU WISH FOR US TO SEND YOUR DENTAL CLAIMS TO. 

I AUTHORIZE RELEASE, TO MY BENEFITS PLAN ADMINISTRATOR AND THE CDA, INFORMATION CONTAINED IN CLAIMS SUBMITTED

ELECTRONICALLY.  I ALSO AUTHORIZE THE COMMUNICATION OF INFORMATION RELATED TO THE COVERAGE OF SERVICES DESCRIBED TO

THE NAMED DENTIST. 

THIS AUTHORIZATION SHALL CONTINUE IN EFFECT UNTIL THE UNDERSIGNED REVOKES THE SAME 

______________________________________ ____________________________________ 
SIGNATURE OF PATIENT, PARENT OR GUARDIAN DATE 
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