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Healthy Smiles Dental Office

How would you like us to confirm your appointments? _

COMPLETE THIS SECTION IF PATIENT IS A MINOR

NAME OF LEGAL GUARDIAN RELATIONSHIP _

STREET ADDRESS CITY STATE _

ZIP CODE HOME PHONE WORK PHONE _

CELL PHONE EMPLOYER _

EMPLOYER'SADDRESS STATE

HOW DID YOU HEARABOUT US? _

ZIPCODE _

INSURANCE INFO: If you are the policy holder, please fill-in Itself' and skip last two lines.

INSURANCE POLICY HOLDER _

POLICY HOLDER DaB -.-!~ POLICY HOLDER EMPLOYER _

POLICY HOLDER 10# OR SSN# POLICY HOLDER PHONE _


