
SECTION A - PATIENT INFORMATION

SECTION B - RESPONSIBLE PARTY

SECTION C - DENTAL INSURANCE

ADDITIONAL INSURANCE - DENTAL ONLY

Thank you for trusting us with your dental
care. We promise to do our best to provide you
with the finest care available. If you have any

questions please do not hesitate to call us.

Date ____________________________________

Name _____________________________________ Birthdate ______________________ SS #  ______________________________

Address ___________________________________ City __________________________ State _____________Zip ______________

Name of person responsible for account ___________________________ Relation to patient ________________________________

Address ___________________________________ Home Phone (_____)  _____________ Work Phone (_____)  _______________

Birthdate _________________ SS# __________________________ Driver’s License _____________________ State Issued _____

Name of insured _____________________________________________ Relation to patient ________________________________

Birthdate ________________________________ SS # ______________________________________________________________

Employer ________________________________ Employer address ___________________________________________________

Insurance Company ________________________________ Group # ____________ Insurance ID# _________________________

Name of insured _____________________________________________ Relation to patient ________________________________

Birthdate ________________________________ SS # ______________________________________________________________

Employer ________________________________ Employer address ___________________________________________________

Insurance Company ________________________________ Group # ____________ Insurance ID# _________________________

Sex  q M    q F

E-mail ____________________________  Home Phone (_____) __________________  Cell Phone (_____) ___________________

Driver’s License __________________________________ State Issued ________ Bank ____________________________________

Employer/School _____________________________________________ Employer/School Phone (_____) _____________________

Employer/School Address ______________________________________________________________________________________

Spouse or Parent’s Name ________________________ Employer _____________________Work Phone (_____) _______________

Whom may we thank for referring you? ____________________________________________________________________________

Emergency Contact _________________________________________________ Phone(_____) ______________________________

q  Married   q  Widowed   q  Divorced   q  Single   q  Minor

Skip and go to next section if same as patient information

Fill out only the information that is different than patient info.

www.AllValleySmiles.com • allvalleysmiles@yahoo.com
Front Desk Email: avsmiles5555@yahoo.com

Cosmetic & Family Dentistry
Talbir Singh, DDS



DENTAL HISTORY

MEDICAL HISTORY

AUTHORIZATION AND RELEASE

I understand that I am responsible for any finance charges, collection of legal charges incurred to collect my outstanding balance.


