
 
 

 

 
Patient Information        

      
 

  FULL NAME____________________________________________________________PEFERRED NAME___________________________________________M     F 
 

                         ADDRESS_______________________________________________________CITY_________________________________STATE___________ZIP_______________ 
 

                         HOME PHONE_______________________________________WORK_______________________________EXT______________CELL_________________________ 
 

                   SS #_________________________DATE OF BIRTH_____________________ CIRCLE ONE:  MINOR  SINGLE  MARRIED  DIVORCED  WIDOWED  SEPARATED 
 

                         EMPLOYED BY__________________________________________________________OCCUPATION_____________________________________________________ 
 

                         IF COLLEGE STUDENT, NAME OF SCHOOL_______________________________________________________________CITY______________________________ 
 

                         WHOM MAY WE THANK FOR REFERRING YOU?_____________________________________________________________________________________________ 
 

                         EMERGENCY CONTACT____________________________________RELATIONSHIP_____________________________PHONE #____________________________ 

 
Spouse Information 

 
                         SPOUSE FULL NAME________________________________________________BIRTHDATE____________________SOCIAL SECURITY #___________________ 

 
                         SPOUSE EMPLOYER________________________________________________OCCUPATION______________________WORK PHONE______________________ 

  
Responsible Party 

 
                         PERSON RESPONSIBLE FOR THIS ACCOUNT__________________________________________RELATIONSHIP TO PATIENT_________________________ 

 
                         ADDRESS_________________________________________________________CITY______________________________STATE______________ZIP_____________ 

 
 HOME PHONE________________________________________WORK__________________________________EXT____________CELL______________________ 
 

Dental Insurance 
 

NAME OF INSURED___________________________________________________RELATIONSHIP TO PATIENT_________________________________________ 
 

SOCIAL SECURITY#____________________________________DATE OF BIRTH__________________________DATE EMPLOYED________________________ 
 

EMPLOYED BY________________________________________________________OCCUPATION_______________________________________________________ 
 

EMPLOYER ADDRESS____________________________________________________________CITY______________________________STATE________________ 
 

INSURANCE COMPANY_________________________________________GROUP #_____________________________POLICY #_____________________________ 
 

INSURANCE ADDRESS__________________________________________________ CITY______________________STATE_______________ZIP_______________ 

 
Additional Dental Insurance 

 
NAME OF INSURED__________________________________________________________RELATIONSHIP TO PATIENT_________________________________ 

 
SOCIAL SECURITY#____________________________________DATE OF BIRTH_______________________DATE EMPLOYED__________________________ 

 

EMPLOYED BY_______________________________________________________OCCUPATION_______________________________________________________ 
 

EMPLOYER ADDRESS__________________________________________________________CITY_________________________STATE______________________ 
 

INSURANCE COMPANY__________________________________________GROUP #__________________________POLICY #_____________________________ 
 

INSURANCE ADDRESS_________________________________________________ CITY______________________STATE____________ZIP__________________ 
 

________________________________________________                           _________________________________________ 

SIGNATURE OF PATIENT (OR PARENT IF MINOR)                                         DATE 

 

 

      
          MICHAEL D. FARMER, D.M.D., INC. 5239 MORNING SUN ROAD, OXFORD OHIO 45056  (P) 513.523.4018  (F) 513.523.6167 
 


