
Watertree Dental Care 
patient information 

patient  □ patient is responsible for payment      □ patient is policy 
holder 

last name__________________________________________________first 
name__________________________________________m.i.___________ 

preferred 
name______________________________________________________________________________________________________
_________ 

address_______________________________________________________city__________________________state________
___zip______________ 

home phone________________________________________________work 
phone______________________________________________________ 

cell phone_________________________________________________ email 
address___________________________________________________ 

date of birth _______________/_____________/________________social security number_____________-
___________-________________ 

□minor  □single □married □divorced □widowed 

Employer_______________________________________________________________may we contact you at work?
_______________________ 

How did you hear about our practice? □friend ________________________ □family member  
__________________________  
          (please write name)         
(please write name) 

□mailer                                   □dental plan provider list □other 
_____________________________________________________ 

responsible party (if other than patient) 

last name__________________________________________________first 
name__________________________________________m.i.___________ 

preferred 
name______________________________________________________________________________________________________
_________ 

address_______________________________________________________city__________________________state________
___zip______________ 

home phone________________________________________________work 
phone______________________________________________________ 

cell phone_________________________________________________Relationship to patient 
_________________________________________ 

date of birth _______________/_____________/________________social security number_____________-
___________-________________ 

primary dental plan information 

dental plan company_______________________________________group 
#_________________________policy#________________________ 

policy holder’s 
name_________________________________________________employer___________________________________________
___ 

address_______________________________________________________city__________________________state________
___zip______________ 

date of birth _______________/____________/_________________social security number______________-
__________-________________ 

relationship to patient: □self  □spouse □parent/guardian 

home phone____________________________work phone________________________________cell 
phone______________________________ 



secondary dental plan information 

dental plan company_______________________________________group 
#_________________________policy#________________________ 

policy holder’s 
name______________________________________________________________________________________________________
___ 

address_______________________________________________________city__________________________state________
___zip______________ 

date of birth _______________/____________/_________________social security number______________-
__________-________________ 

relationship to patient: □self  □spouse □parent/guardian 

home phone____________________________work phone________________________________cell 
phone______________________________


