
PATIENT INFORMATION SHEET

Dr. Frank Chang D.D.S., Inc. General Dentistry

Date ________________________________

We welcome you to Maranatha Dental Practice.
PATIENT

Last Name _____​​​___________________________________________  First Name ______________________________________________M.I.__________________

Phone #: Home (      ) __________________​_________ Work (      ) _____________________________ Cell (       ) _______________________________

Home Address _________________________________________________ Apt # ______, City ______________________________ State _____ Zip ____________

Social Security # ______ - ________ - _________________ DL # ___________________________________ Date of Birth _____/_____/_______ Sex  m / f
How did you hear about us? ______________________________________________________________________________________________________________

In case of emergency, contact (name) _________________________________________________________ Phone (         ) ______________________​_

RESPONSIBLE PARTY/INSURANCE SUBSCRIBER
Last Name _____​​​___________________________________________  First Name ______________________________________________M.I.__________________

Phone #: Home (      ) __________________​_________ Work (      ) _____________________________ Cell (       ) _______________________________

Home Address _________________________________________________ Apt # ______, City ______________________________ State _____ Zip ____________

Social Security # ______ - ________ - _________________ DL # ___________________________________ Date of Birth _____/_____/_______ Sex  m / f
Employer ________________________________________________ Position _________________________________________ How long? __________________

Work Address __________________________________________________, City ____________________________ State __________ Zip ____________________

Work Phone (         ) ____________________________________ Ext (         ) Relationship to Patient ______________________________________
INSURANCE CARRIER

Insurance Company ______________________________________ Policy Number ___________________________ Plan Number _____________________

Insurance Company Address ________________________________________ City _______________________________ State _______ Zip _______________

Insurance Claims & Benefits Phone (         ) ____________________________​_________
PERSONAL REFERENCES

Last Name _____​​​___________________________________________  First Name ______________________________________________M.I.__________________

Phone #: Home (      ) __________________​_________ Work (      ) _____________________________ Cell (       ) _______________________________

Home Address _________________________________________________ Apt # ______, City ______________________________ State _____ Zip ____________

Last Name _____​​​___________________________________________  First Name ______________________________________________M.I.__________________

Phone #: Home (      ) __________________​_________ Work (      ) _____________________________ Cell (       ) _______________________________

Home Address _________________________________________________ Apt # ______, City ______________________________ State _____ Zip ____________

I am aware that by signing below I certify that all information is complete and correct. This is your authorization for Dr. Frank Chang D.D.S. Inc to verify this information from which ever sources it deems necessary. 
____________________________________________________
________________________________________________________
Signature of Patient (Guardian if minor)


Signature of Responsible Party

