
 

BALDWIN FAMILY DENTAL 

Patient Information 

Patient Name: _____________________________________________________________________ Date: _________ 
                                                                                    Last                                                  First                                           M.I.                      (Preferred Name) 

Gender: _______ Marital Status: _____________ Birth Date: ______________  Social Security#: _________________ 
Driver’s License#: ______________________ Email Address: ________________________________________________ 
Address: __________________________________________________________________________________________ 
                                                                                      Street                                                                                                                                                                                              Apartment# 

                 __________________________________________________________________________________________ 
                                                                                      City                                                                                                      State                                                                                   Zip Code 

Phone #’s:   Home: __________________ Work: __________________ Ext________ Best time to call: ______________ 

                     Fax: ____________________ Cell: _______________________ Other: _______________________________                  

Referral Information 

Name of person, office or other source referring you to our practice: 
__________________________________________________________________________________________________ 

Spouse or Responsible Party Information 

Patient Name: ___________________________________________________________________________________ 
                                                                                    Last                                                              First                                           M.I.                                            (Preferred Name) 

Gender: _______ Marital Status: _____________ Birth Date: ______________  Social Security#: ___________________ 
Driver’s License#: ______________________ Email Address: ________________________________________________ 
Address: __________________________________________________________________________________________ 
                                                                                      Street                                                                                                                                                                                              Apartment# 

                 __________________________________________________________________________________________ 
                                                                                      City                                                                                                      State                                                                                   Zip Code 

Phone #’s:   Home: __________________ Work: __________________ Ext________ Best time to call: ______________ 

                     Fax: ____________________ Cell: _______________________ Other: _______________________________                  

Employment Information 

The following is for: □ the patient □ the person responsible for payment  

Employer Name: ___________________________________________________________________________________ 
Address: __________________________________________________________________________________________ 

Insurance Information 
Primary     

Name of Insured: ___________________________________________________________________________________ 
                                                                                       Last                                                                 First                                                                 M.I.                         

Insured’s Birth Date: _________________ ID#: __________________________ Group #: _________________________ 
Insured’s Address: __________________________________________________________________________________ 
                                                                                                         Street                                                                                             City                                        State                                  Zip Code 

Insured’s Employer Name: ____________________________________________________________________________ 
          Address: _____________________________________________________________________________________ 

          Patient’s Relationship to Insured:  □ Self     □ Spouse      □ Child      □ Other 

Insurance Plan Name and Address: ____________________________________________________________________ 
Secondary 

Name of Insured: ___________________________________________________________________________________ 
                                                                                       Last                                                                 First                                                                 M.I.                         

Insured’s Birth Date: _________________ ID#: __________________________ Group #: _________________________ 
Insured’s Address: __________________________________________________________________________________ 
                                                                                                         Street                                                                                             City                                        State                                  Zip Code 

Insured’s Employer Name: ____________________________________________________________________________ 
          Address: _____________________________________________________________________________________ 

          Patient’s Relationship to Insured:  □ Self     □ Spouse      □ Child      □ Other 

Insurance Plan Name and Address: ____________________________________________________________________ 

  


