RESET FORM

Patient Information Form
(please complete & return to receptionist)

SECTION 1: GENERAL INFORMATION

Smile Magic Dentistry

505 S. Villa Real Drive, Suite 101-B
Anaheim Hills, CA 92807

Tel (714) 974-4332 Fax (714) 921-3194

NAME: Last, First, Middle

I:lMaIe I:lFemaIe

SOCIAL SECURITY NUMBER

D,0,9.0.0.9.9.0.0,:9.0.0,0.9.9,0.0.9.0.0,0.9.0.0.9.0.0,0.0 0.4 D00 00000000004
ADDRESS: Street or PO Box City State Zip
XXXXXXXX XXXXXXXXXXXX XXXXXXXXXXXXXXX XXXXXX XX XXX
PHONE NUMBERS: Home Cellular Work Pager
XXXXXXXXXXXXXXX XXXXXXXXXXXXXX XXXXXXXXXXXXXXXX XXXXXXXXXXX
E-MAIL BIRTH DATE BIRTH PLACE ) ) .
XXXXXXXKXXXXXXXXX KXXXXXXXXX OOXKXXXK Eblngle DMamed D}worced/Separated
OCCUPATION EMPLOYER HOW LONG EMPLOYED
XXXXXXXXXXXXX XXXXXXXXXXXXX XXXXXXXXXXX

SECTION 2: PARENT OR GUARDIAN OF PATIENT (IF PATIENT IS UNDER 18 YEARS OF AGE)

NAME: Last, First, Middle

RELATIONSHIP TO PATIENT

XXXXXXXXXX XXXXXXXXXXXX

PHONE NUMBERS: Home Cellular Work Pager
XXXXXXXXXXXXXXXX XXXXXXXXXXXXXXX XXXXXXXXXXXXXXX XXXXXXXXXXXXXX

ADDRESS: Street or PO Box City State Zip
XXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXX XXXXXXXXXXX

E-MAIL OCCUPATION EMPLOYER HOW LONG EMPLOYED
XXXXXXXXXXX XXXXXXXXXKX YOOKXXXXKX XXXXXXKXXXKXXKXX

SECTION 3: INSURANCE INFORMATION

SUBSCRIBER'S NAME: Last, First, Middle DATE OF BIRTH SOCIAL SECURITY OR SUBSCRIBER NUMBER
XXXXXKXXXXXXXXXX XOOXXXXXXXXX XXXXXXXXXXXXX

RELATIONSHIP TO PATIENT EMPLOYER'S NAME WORK PHONE NAME OF INSURANCE COMPANY
XXXXXXXXXXX 1000000000000 04 XXXXXXKXXXXXXXX XXX XXXXXXXXX

GROUP OR PLAN NUMBER
XXXXXXXX

FULL ADDRESS OF INSURANCE COMPANY
XXXXXXXXXXXX

SECTION 4: SECONDARY INSURANCE INFORMATION (IF APPLICABLE)

SUBSCRIBER’S NAME: Last, First, Middle

DATE OF BIRTH

SOCIAL SECURITY OR SUBS

CRIBER NUMBER

XXXXXXXXXXXXXXXX XXXXXXXXXXX XXXXXXXXXXX
RELATIONSHIP TO PATIENT EMPLOYER'S NAME WORK PHONE NAME OF INSURANCE COMPANY
XXXXXXXXX XXXXXXXXXXXXXXX XXXXXXXXXXX XXXXXXXX

GROUP OR PLAN NUMBER
XXXXXXXXXXXXX

FULL ADDRESS OF INSURANCE COMPANY

D000 0,000, 0.0.0,0.0.0.0.0,0,.0.0.00.0,0.0.0.0.0,0,0.0,00.0,0,0.00.0,.0,.0.0¢0.4

SECTION 5: PERSON RESPONSIBLE FOR ACCOUNT

NAME: Last, First, Middle

RELATIONSHIP TO PATIENT

DMaIeDFemale

SOCIAL SECURITY NO.

DATE OF BIRTH

) 0.9.0.0.0.0.90.0.0.0.0.0.0.0.4 XXXXXXXXXXXXXX XXXXXXXXX XXX XXXXXXXXXXX
E-MAIL ADDRESS: Street or PO Box City State Zip
XXXXXXXX XXXXXXXXXXXXXXXX XXXXXXXXXXXXXX XXXXXXXXX XXXXXXX
PHONE NUMBERS: Home Cellular Work Pager
XXXXXXXXX XXXXXXXXXXXXX XXXXXXXXXXXXXXX XXXXXXXXXXXXX

SECTION 6: GETTING TO KNOW YOU

1) Why did you select our office? _XXXXXXXXXXXXXXXXXX

2)  Whom may we thank for referring you? I:l GOOGLE SEARCH ENGINE

[] maLL

3) s another member of your family or relative a patient in our practice? XXXXXXXXXXXXXXXX

D PATIENT :XXXXXXXXXXXXXXXXXXX

[] YAHOO SEARCH

|:| MSN

D] OTHERxXXXXXXXXXXXXX

4) Person to contact in case of emergency: XXXXXXXXXXXXXXXXXXX Relationship to patient; XXXXXXXXXXXXXX
Contact Phone Numbers: XXXXXXXXXXXX XXXXXXXXXXXXXX XXXXXXXXXXXX MXOOXXXXXXXXXX
Home Cellular Work Pager
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