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2650 John Harden Dr., Suite G I Jacksonville, Ar 72076 I 501-982-4729 I www.AngelaGrayFamilyDentistry.com  

Date:___________________

Patient Information

Patient Name: ______________________________________________________________________________
   
Address: __________________________________________________________________________________

Gender:     Male     Female      Family Status:       Married       Single       Divorced       Child       Widow

Security #: ______________________  Driver’s License #: ____________________   Birth Date: ___________

Phone (Home): _______________  (Work): _________________ (Cell): _______________   Text?     Y    N

E-Mail Address: ____________________________________________________________________________

How did you hear about Angela Gray Family Dentistry?

Radio: _______________________________________   Newspaper: ______________________________

Current Patient: _______________________________  Other: ___________________________________

Responsible Party Information

The Following is For:   Self   (same as above)     Spouse     Parent/Guardian 

Name: ____________________________________________________________________________________

Security #: ___________________________________________   Birth Date: ___________________________

Phone (Home/Cell): _________________   (Work): _________________   Ext: _____   Best time to call: _____

Address: __________________________________________________________________________________

Employment Information

The Following is For:   Patient     Person Responsible for Patient

Employer’s Name: _______________________________   Your Occupation: _____________________________

Address: ___________________________________________________________   Phone: ________________

Insurance Information
Primary
Name of Insured: _____________________________________________   Is insured a patient?    Yes     No

Insured’s Birth Date: ___________________   ID #: ____________________   Group #: ___________________

Insured’s Address: __________________________________________________________________________

Insured’s Employer’s Name: __________________________________________________________________

Insured’s Employer’s Address: _________________________________________________________________

Patient’s Relationship to Insured:   Self     Spouse    Child     Other: _____________________________

Insurance Plan Name and Address: ______________________________________________________________
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