
Wells Family Dentistry ∙ 208 Professional Circle ∙ Morehead City, NC 28557 ∙ (252) 247-3010
Name:






  [  ] Dr. [  ] Mr. [  ] Mrs.[  ] Ms.[  ] Rev.

            First                  Middle

Last

Address:





Occupation:


 Male[  ] Female [  ]

City:




State

Zip:

HM#




Employer:








WK#













Cell#



Are you: [  ] Minor [  ] Married [  ]Single [  ] Divorced [  ] Widowed [  ] Separated

DOB:
/
/
SSN:



Email:





Spouse's Name:








        First

Middle

Last (if different)
Spouse's Occupation:





  Work Phone:




Is Patient a full time student [  ] Yes [  ] No Name of School: 







Responsible Party (If different than patient)

Name:









Address:







City:


State:

Zip:


Home number:






Work Number:






DOB:
/
/
 SSN:




Relationship:







Insurance Information:

Dental Insurance:

Insured Name:




 Relationship to patient: 




Address: 




 City:


 State

Zip:



DOB:
/
/
 SSN:




 Employer:




Insurance Company:




 Policy Number:










Group Number:


Effective Date:



DO YOU HAVE ADDITIONAL DENTAL INSURANCE [  ] Yes [  ] no if yes, Please complete the following:
Insured Name: 




 Relationship to Patient 




Address: 




 City:


State:

Zip:



DOB: 
/
/
 SSN:



 Employer:





Insurance Company: 





 Policy Number:












Group Number: 












Effective Date: 




Thank you for choosing our practice. Please fill out this form as completely as you can.  If you have any questions we'll be glad to help. (Please print)





Your Preferences:





Do you prefer appointment reminders by:


              [  ] Email     [  ] Phone    [  ] Text





Do you prefer to receive a call from our office at:


             [  ] Home     [  ] Work     [  ] Cell





Whom may we thank for referring you?





				











PLEASE READ THE BACK

