Welcome
Thank you for selecting Nelson Family Dental as your dental provider.  We will strive to provide you with the best possible dental care.  To help us meet all your dental healthcare needs, please fill out this form completely.  If you have any questions or need assistance, please ask us – we’ll be happy to help.

Patient Information (CONFIDENTIAL)


Today’s Date_________________________










Email Address________________________










Cell Phone #_________________________










Home Phone #________________________

Name_______________________________ Birth date__________ Soc. Sec. #__________________

Address__________________________________ City/State/Zip______________________________ 

Patient or Parent’s Employer_____________________________ Work Phone #_________________

Business Address___________________________________ City/State/Zip_____________________

Check Appropriate Box:  Minor  Single  Married   Divorced   Widowed    Separated

Spouse’s Name______________________ Employer____________________ Work #_____________

If student, Name of School/College______________________ City/State___________  Full-time Part-time

Whom may we Thank for Referring You?_________________________________________________

Person to Contact in Case of Emergency___________________________ Phone #_______________

Responsible Party

Name of Person Responsible for this Account_________________ Relationship to Patient__________

Address__________________ City/State/Zip_______________ D.O.B.________ Home #__________

Employer_________________________ Work Phone #_________________ S.S.#________________

Is this Person Currently a Patient in our office?         Yes           No

Dental Insurance Information

Primary Dental Insurance

Name of Insured___________________ Relationship to Patient_____________ Birth date_________

Employer___________________________ Work Phone #______________ S.S. #________________

Address of Employer______________________________ City/State/Zip_______________________

Insurance Company (Dental) ________________Group #_______________ ID #________________

Insurance Company Address_______________________ City/State/Zip________________________

Secondary Dental Insurance

Name of Insured___________________ Relationship to Patient_____________ Birth date_________

Employer___________________________ Work Phone #______________ S.S. #________________

Address of Employer______________________________ City/State/Zip_______________________

Insurance Company (Dental)_________________Group #_______________ ID #________________

Insurance Company Address_______________________ City/State/Zip_______________________

As a courtesy to our patients, we will gladly submit claims to your insurance company on your behalf.  However, it is the patient’s ultimate responsibility to be aware of their dental insurance benefits, maximums, limits, and co-payments.  Please ask if you have any questions.
