INFORMATION UPDATE

PATIENT NAME: DOB:

RESPONSIBLE PARTY INFORMATION

Today’s date: Responsible Party:
Relationship to Patient:
Address:
(o NO CHANGE)
Home phone: Cell phone: Work phone:
Email address:
Employer: Occupation:
(o NO CHANGE)

Marital Status:

(0 NO CHANGE)

MEDICAL HISTORY UPDATE

Please list any new allergies, diseases, medical conditions or procedures occurring within the
last six months:

Is the patient taking any new medications? YES NO
If so, what?

Patient’s Dentist:

DENTAL INSURANCE INFORMATION

Has any of your insurance information changed? YES NO
If yes, please continue:

Insurance company:

Insurance company address:

Insurance company phone #:

Policy holder’s name: DOB:
Employer: SS#/ID#:
Group #:

Has our office/staff met or exceeded your expectation of treatment? YES NO SOMEWHAT
Comments:

Signature Date

Carlsbad 760.944.5115 Solana Beach 858.755.4223
WWW.GREATSMILES.ORG



