
Carlton Dental 
  
 

 

Welcome.  Thank you for selecting our dental healthcare team!  We will Strive to provide you with the 

best possible dental care. To help us meet all your dental healthcare needs, please fill out the form 

completely in ink. If you have any questions or need assistance, please ask us - we will be happy to help. 

 
          

 

 

Patient Information (CONFIDENTIAL) 

Name__________________________________________________________________   Birthdate______________________ Date_________________________ 

Address_____________________________________________________________  City________________ _____  State______________   Zip_________________ 

Phone: Home_____________________ Cell_____________________ Work_____________________ SS#____________________ DL#______________________ 

                Minor                     Single                    Married                   Divorced                  Widowed                  Separated     

If student, name of School/College_________________________________________________ City____________   State_______                                                    

Employer___________________________________________________________________________________________________ 

Business Address______________________________________________________________ City____________________ State________ Zip__________________ 

Spouse or Parents Name____________________________________ Employer__________________________________ Work Phone_________________________ 

Whom may we thank for referring you?______________________________________________________________________________________________  

Responsible Party (If different from above) 

Name of person responsible for this account________________________________________________________________ Birthdate___________________________ 

Address____________________________________________________________  City________________________   State____________   Zip_________________ 

Phone: Home____________________ Cell______________________ Work_____________________  SS#_____________________DL#_____________________ 

Employer____________________________ Address__________________________________________ City_________________ State_______ Zip_____________ 

Insurance Information  
Name of Insured______________________________________________________________________ Relation to Patient__________________________________ 

Birthdate_________________________________ SS#________________________________________ Date Employed___________________________________ 

Name of Employer________________________________________ Union or Local#______________________________ Work Phone_______________________ 

Address of Employer____________________________________________________ City___________________ State______________ Zip___________________ 

Insurance Company_________________________________________ Group #_________________________________ Policy/ID #__________________________ 

Ins. Co. Address_______________________________________________________ City____________________ State______________ Zip___________________ 

____________________________________________________________________________________________________________________________________ 

DO YOU HAVE ANY ADDITIONAL INSURANCE?  Yes    No      IF YES, COMPLETE THE FOLLOWING: 
____________________________________________________________________________________________________________________________ 

Name of Insured______________________________________________________________________ Relation to Patient__________________________________ 

Birthdate_________________________________ SS#________________________________________ Date Employed___________________________________ 

Name of Employer_________________________________________ Union or Local#______________________________ Work Phone______________________ 

Address of Employer____________________________________________________ City___________________ State______________ Zip___________________ 

Insurance Company_________________________________________ Group #_________________________________ Policy/ID #_________________________ 

Ins. Co. Address_______________________________________________________ City____________________ State______________ Zip___________________    

              Over Please 
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