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Phone (714) 537-7773
MARANATHA Fax (714) 537-7755
Dental Practice Address: 11122 Trask Ave,

Garden Grove, CA 92843

Dr. Frank Chang D.D.S., Inc. General Dentistry
We welcome you to Maranatha Dental Practice.

PATIENT INFORMATION

FIRST NAME MLI. LAST NAME

MOBILE ( ) WORK ( ) HOME ( )

HOME ADDRESS APT # CITY

STATE ZIP SOCIAL SECURITY # — —

DRIVER LICENSE # DATE OF BIRTH / / SEX M OFO
EMAIL HOW DID YOU HEAR ABOUT US?

HOW WOULD YOU LIKE TO BE REMINDED ABOUT YOUR APPOINMENTS?  EMAIL [] TEXT MSG [] PHONE CALL []

IN CASE OF EMERGENCY, CONTACT (NAME) PHONE ( )

RESPONSIBLE PARTY/INSURANCE SUBSCRIBER

FIRST NAME MLI. LAST NAME

MOBILE ( ) WORK ( ) HOME ( )

HOME ADDRESS APT # CITY

STATE ZIP SOCIAL SECURITY # — —

DRIVER LICENSE # DATE OF BIRTH / / SEX MO FO
EMPLOYER POSITION HOW LONG?

WORK ADDRSS CITY STATE

ZIP PHONE ( ) RELATIONSHIP TO PATIENT
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INSURANCE CARRIER

INSURANCE COMPANY POLICY NUMBER PLAN NUMBER
INSURANCE COMPANY ADDRESS Ty STATE

INSURANCE CLAIMS & BENEFITS PHONE (

PERSONAL REFERENCES

First Name A LAST NAME
MOBILE (
HOME ADDRESS

STATE

First Name A LAST NAME
MOBILE (
HOME ADDRESS

STATE

" By printing the name below, | understand it is equivalent to signing the document
and all the information above is true and correct to the best of my knowledge."!

( Initial Required )

Naome of Patient Print

Name of legal guardian Print

Signature
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