
Patient Information 
 

 
Patient’s Name:        Date:     
 
Preferred Name:       Date of Birth:    
 
Address:             
 
City, State, Zip:            
 
Home Phone:      Cell Phone:      
 
Employer:             
 
Work Phone:       Extension:     
 
Social Security #:       (only if needed for insurance) 
 
Emergency Contact:       Phone:    
 
*Complete the following information only if it is different from above. 
 
Person Responsible for Account:         
 
Address:             
 
City, State, Zip:      Social Security #:     
 
Relation to Patient:           
 
How did you hear about Causey Family Dentistry?       
 
What issues would you like to discuss with your dentist today?     
 
              
 
Do you have dental insurance?    
If yes, please complete the Insurance Information Form. 
If no, payment in full is due at time of service. 
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