
A L B E R T O    T A Y L O R    D  D  S
7 9 1   B a y s i d e   R o a d   S u i t e 2

A r c a t a,   C A   9 5 5 2 1
(7 0 7)   8 2 2 – 4 8 2 6

WELCOME
We are pleased to welcome you to our practice. Please take a few minutes to fill out this form as

completely as you can. If you have questions we’ll be glad to help you. We look forward to
working with you in maintaining your dental health.

PATIENT INFORMATION

Date________ Patient’s   Name _________________________________________  Social Security # ______-_______-
________
Address   
_________________________________________________________________________________________________
Home Phone ____________________ Cell Phone ___________________ Email
_______________________________________
Birth date _________  Sex   ___ Male   ___Female   ___Single   ___Married  ___Widowed  ___Separated   ___Divorced  
Patient Employed by______________________________________
Occupation________________________________________
If patient is a minor, give parent or guardian’s
name_______________________________________________________________
Name of nearest relative not living with you
_____________________________________________________________________
Address of relative
_________________________________________________________________________________________

Whom may we thank for referring you to our office?
___________________________________________________________

 Notify in case of emergency? ________________________ Home Phone_______________ Cell Phone
________________
What do you enjoy doing for fun/hobbies/extracurricular activities?
______________________________________________

INSURANCE   INFORMATION

Person Responsible for Account _____________________________ Relationship to Patient________________
______________
Business Address________________________________________ Business  Phone
____________________________________
Business Email___________________________________
Insured’s Name _______________________________ Bithdate_____________   Insured Social Security
#___________________
Insurance Company ___________________________ Group #________________Contract#__________
Insurance Co. Address ________________________________________________
Phone_________________________________
Name of other dependents under this plan
______________________________________________________________________
____________________________________________________________

Do you have dual coverage? Yes _____ No _____ *If yes, please complete the following secondary insurance informationSECONDARY   INSURANCE
Subscriber’s Name ________________________________ Relationship to Patient ___________________ Birthdate
___________ Social Security#________________________
Address (if different from patient)
_____________________________________________________________________________
Home Phone ________________ Cell Phone ______________  Email
________________________________________________
Insurance Company _____________________________________________ Group # ___________ Contract #
_______________
Insurance Co. Address _______________________________________________ Phone
_________________________________




