
Chart#:___________________ 
FOR OFFICE USE ONLY 

Patient Information 

Patient Name:________________________________________________________________________________________________ Date:_________________________ 
Last                                                First                             MI                 (Preferred Name) 

Gender (M/F):________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__________________________ Pager ______________________ Other _______________________________________________________________ 

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

Spouse or Responsible Party Information 
Name:__________________________________________________________________________________________________Date:______________________________ 

Last  First                                                           MI     (Preferred Name) 
Gender(M/F):___________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___________________________________ Pager  ___________________________Other__________________________________________________ 

Employment Information 
The following is for:  __the patient                         __the person responsible for payment 

Employer Name:_____________________________________________________________ 

Address:___________________________________________________________________________________________________________________________________ 
Street                                                                                                City                             State              Zip Code                    Phone 

Insurance Information 
Primary 
Name of Insured:__________________________________________________________________________ 

Last                                                   First                                       IM 

Insured’s Birth Date:________________________________ID#:_________________________________Group # :___________________________________________ 

Insured’s Address:__________________________________________________________________________________________________________________________ 
Street                                                                       City                                 State                    Zip Code                        Phone 

Insured’s Employer Name:___________________________________________________________________________________________________________________ 

Address:_________________________________________________________________________________________________________________________ 
Street                                                                              City                                  State                        Zip Code 

Patient’s relationship to insured:         __Self    __ Spouse      __Child       __Other 

Secondary 
Name of Insured:_________________________________________________________________________ 

Last  First                                       IM 

Insured’s Birth Date:________________________________ID#:_________________________________Group # :___________________________________________ 

Insured’s Address:__________________________________________________________________________________________________________________________ 
Street                                                                       City                                 State  Zip Code                        Phone 

Insured’s Employer Name:___________________________________________________________________________________________________________________ 

Address:_________________________________________________________________________________________________________________________ 
Street                                                                              City                                  State  Zip Code 

Patient’s relationship to insured:        __Self    __Spouse      __Child      __Other 

Kent Family Dentistry  431 East Ward Street, Kent, WA 98030 Tel: (253) 852­7910 Fax: (253) 859­2131 www.KentFamilyDentistry.com


