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WILLIAMS FAMILY DENTAL  

440 835-7272 
 

PATIENT INFORMATION 
We are pleased to welcome you into 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. 
 

Name ___________________________________________________ Soc. Sec. # ______________ 
Last Name     First Name   Middle Initial 

Address ___________________________________________ How long at this address?_________ 
City ________________________ State _____ ZIP ________ Home Phone ___________________ 
Cell Phone ___________________ Email _______________________________________________ 
Sex □ M □ F Age____ Birth date ________ □ Single □ Married □ Widowed □ Separated □ Divorced 
Employer ________________________ Number of Years _____ Occupation ___________________ 
Business Phone ___________________________________________________________________ 
Whom may we thank for referring you? _________________________________________________ 
Notify in case of Emergency _____________________________ Phone ______________________ 

 
Primary Insurance 

Person Responsible for Account ______________________________________________________ 
Last Name     First Name         Middle Initial 

Relationship to Patient ______________ Birthdate ___________ Soc. Sec. # ___________________ 
Address (if different from patient) ______________________________________________________ 
City ________________________ State _____ ZIP ________ Phone Number _________________ 
Cell Phone _____________________ Email _____________________________________________ 
Employer _________________________________________ Occupation _____________________ 
Business Phone___________________________________________________________________ 
Insurance Company ____________________________________ Phone ______________________ 
Group #____________________________ Subscriber # ___________________________________ 

 
Additional Insurance  

Is patient covered by additional insurance? □ Yes □ No 
Subscriber Name _____________________ Relationship to Patient __________ Birthdate ________ 
Address (if different from patient) __________________________ Soc. Sec. # __________________ 
City ________________________ State _____ ZIP ________ Home Phone ___________________ 
Cell Phone _____________________ Email _____________________________________________ 
Subscriber’s Employer _________________________________ Business Phone _______________ 
Insurance Company ___________________________________ Phone ______________________ 
Insurance Email ___________________________________________________________________ 
Group #___________________________ Subscriber # ____________________________________ 
 
I understand that it is my responsibility to contact my dental insurance company to determine what 
dental insurance benefits I have available. I understand that as a courtesy Williams Family Dental 
will help me file my claims for dental work performed at their office. 
 
Signature (Parent/Guardian Signature, if minor)  
 
___________________________________________ 


