
 
Thank you for choosing Dicus Family Dentistry! 
 
We strive to make your dental visits as pleasant and comfortable as possible. Please help us by 
completing these forms. 
 
General Information      Date _________________________ 
 
Patient Name __________________________________ Preferred Name ________________ 
 
DOB _________________  [ ] Male  [ ] Female     [ ] Married  [ ] Single     [ ] Adult  [ ] Minor 
 
Address ________________________________ City ___________ State _____ Zip _______ 
 
Phone: Home____________________________ Cell ________________________________ 
  
 Work ____________________________ May we call you at work? Yes ___ No ___ 
 
Email address ___________________________ @ ____________________________ 
 
Preferred contact method:  E-mail ___ Cell phone ___ Home phone ___ Work phone ___ 
 
Patient’s Social Security #: ______________________ Driver’s License #: _________________ 
 
Emergency contact name and number _______________________________________________ 
 
How did you hear about our office? _______________________________________________ 
 
Dental Insurance Information: 
 
Primary Insured (subscriber): _____________________________________ DOB: ___________ 
 
Relationship to patient: __________________________________________ 
 
Dental Insurance Co.: ______________________________ Employer: ____________________ 
 
Subscriber ID/SS#: ________________________________ Group #: _____________________ 
 
Insurance Phone #: ________________________________ 
 
Secondary Insurance Information: 
 
Primary Insured (subscriber): _____________________________________ DOB: ___________ 
 
Relationship to patient: __________________________________________ 
 
Dental Insurance Co.: ______________________________ Employer: ____________________ 
 
Subscriber ID/SS#: ________________________________ Group #: _____________________ 
 
Insurance Phone #: _______________________________ 


