[image: ]Insurance Address: _________________________________________________________________________
			Street		City		State	Zip Code
Subscriber Name: ____________________________________ Relation to Patient: ___________________
Subscriber’s Date of Birth: _________________ Subscriber’s Employer: ___________________________
Policy Number: __________________________________ Group Number: ___________________________

Primary Dental Insurance								    Name of Insurance Company: _______________________________ Insurance Phone #: ___________________
Insurance Address: _______________________________________________________________________________
Street			City		State	 Zip Code	
Subscriber Name: __________________________________________ Relation to Patient: ___________________
Subscriber’s Date of Birth: _________________ Subscriber’s Employer: ________________________________
Policy Number: _______________________________________ Group Number: ___________________________
Secondary Dental Insurance (If Applicable)
Name of Insurance Company: _______________________________ Insurance Phone #: ___________________
____________________________________





Primary Responsible Party	Marital Status: _____Married _____Divorced _____Widowed ______Single ______Other
First Name: ________________________ Last Name: _____________________________ Date of Birth: _________________ Social Security Number (Required): ______________________________ Driver’s License #: __________________________ 
Mailing Address: ___________________________________________________________________________________________
		Street				City		State		Zip Code
Home Phone: ____________________________Cell: _____________________________Work: ___________________________ 
Employer: _________________________________________________ Length of Employment: __________________________
Secondary Responsible Party Marital Status: _____Married _____Divorced _____Widowed ______Single ______Other
First Name: ________________________ Last Name: _____________________________ Date of Birth: _________________ Social Security Number (Required): ______________________________ Driver’s License #: __________________________ 
Mailing Address: ___________________________________________________________________________________________
		Street				City		State		Zip Code
Home Phone: ____________________________Cell: _____________________________Work: ___________________________ 
Employer: _________________________________________________ Length of Employment: __________________________


Patient’s First Name: _________________________________	Patient’s Last Name: _________________________________
Preferred Name (If Different): ____________________________ Date of Birth: _____________________________________
Gender: _______ Male _______ Female		School: ________________________________ Grade: _______________
Mailing Address: __________________________________________________________________________________________
		Street				City		State		Zip Code
Home Phone: ____________________________ Cell: ___________________________ Work: ___________________________ E-mail Address: ___________________________________________________________________________________________

425 E. Alameda Rd. Pocatello, ID 83201	Phone: (208)238-1165
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Children’s Dentistry of Pocatello
1246 Yellowstone Ave. Suite B3, Pocatello,ID 83201 (208) 238165
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