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Patient Name: Today’s Date:
Gender: Male Female SS#: Date of Birth:
Address: City/State: Zip:

Marital Status: [_]Married [] Single [CIpivorced []Widowed [ Separated

Home Phone: Work Phone: Cell:

Driver’s License #:

Employer:

Full Time? []Y [N

How long there?

Whom may we thank for referring you?

Previous/present Dentist:

Date of last visit:

Address: City/State: Phone:
Spouse/Guardian Information
Name: Home Phone: Work Phone:
Employer:
Medical Contact Information
Name: Home Phone: Work Phone:
Employer:
Dental Insurance Information
Primary Dental Insurance Company Name:
Insured’s Name: Relation:

Group#:

Policy Number:

Insured’s Date of Birth:

Insured’s Phone:

Insured’s SS#:

Secondary Dental Insurance Company Name:

Insured’s Name: Relation:
Group#: Policy Number: Insured’s Date of Birth:
Insured’s Phone: Insured’s SS#:

Submit

data will be stored in your dental record. This information will not be shared with anyone without written consent that is signed and dated only by you.

This information is NOT shared with anyone outside this office. This material is strictly confidential and collected soley for the use of this office to process your medical/dental records chart. This

The Art of Dentistry
Dr. Peter Amundson, D.M.D., P.C

790 Wellington Ave., Suite 101
Grand Junction, CO 81501

Phone: (970) 245-9570
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