’-ﬁ;-."‘ PALMETTO ORAL

AND
i ' MAXILLOFACIAL SURGERY
PATIENT INFORMATION Date

Name Email SS#

Singlel_IMarried__] Male[_]Female[_1DOB Age

DL# Phone(H) (W) ©

Address City State Zip

Employer

General Dentist Secondary Dental Specialist

Student Information FTJ:LPTJ:L School

How did you find out about Palmetto Oral & Maxillofacial Surgery? (check all that apply)
Dentist[ | Specialist[ |  Website [ ] TV ] Newspaper/Magazine[ ]

Friend Other

If the above person is not responsible for this account, please fill out the information below:

RESPONSIBLE PERSON

Name SS#

Address City State Zip
DL# Phone(H) (W) ©

INSURANCE SUBSCRIBER INFORMATION

Name SS#

Relationship to patient DOB
Telephone(H) W) ©

Address City State Zip
Employer

DENTAL INSURANCE COMPANY ID#
MEDICAL INSURANCE COMPANY ID#

*IN ORDER TO FILE INSURANCE ON YOUR BEHALF WE MUST HAVE A COPY OF
YOUR MEDICAL & DENTAL INSURANCE CARDS. THANK YOU.

How will you be paying for your visit today?  Credit Card[_]Cash[ ]Check[ ]
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