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Patient Information 

 
 
 
First Name          

M.I.        

Last        

Preferred Name       

Address        
Apt. or Suite       
City       

State       

Zip        

Gender        

Family Status  

Spouse or Parent’s Name       

Social Security #      

Driver’s Lic #       

Date of Birth       

Phone (Home)         

Phone (Work)       Ext        

Cell Phone       

Email Address        

Preferred appointment times  

Preferred Day  

In Case of Emergency Who Should We Contact?        

Relationship       

Emergency Contact Numbers       

 
 
 

Contact Information 

Spouse or Responsible Party Information 

 
To Be Filled Out if Different from You 

The following is for    

First Name          

M.I.        

Last        

Preferred Name       

Address        
Apt. or Suite       
City       

State       

Zip        

Gender        

Family Status  

Social Security #      

Driver’s Lic #       

Date of Birth       

Phone (Home)         

Phone (Work)       Ext        

Cell Phone       

 
 

 
 

Employment Information 

The following is for    

Employer Name         

Position       

Address         State       

Apt. or Suite       

 

 

City              

Zip                    



 
 
 
 

LEE FITZGERALD, DDS, PA 

 
 
 
 
Primary 
Last Name of Insured       

First Name       

MI       

Is insured a patient?   

Insured's Birth Date       

ID #       

Group #       

Address                                                  Suite #      . 

City       

State                                                       Zip       

Insured's Employer Name       

Insured’s Address       

Apt. or Suite #       

City       

State       

Zip       

Patient's relationship to insured  

Insurance Plan Name       

Insurance Plan Address       

 
Secondary 
Last Name of Insured       

First Name       

MI       

Is insured a patient?   

Insured's Birth Date       

ID #       

Group #       

Address                                                  Suite #      . 

City       

State                                                       Zip       

Insured's Employer Name       

Insured’s Address       

Apt. or Suite #       

City       

State      

Zip       

Patient's relationship to insured  

Insurance Plan Name       

Insurance Plan Address       

 

Insurance Information 

 

 
 
Referral Information 

 
Whom may we thank for referring you to our practice?     
If other, please who?       
 
Name of person or office referring you to our practice       
 

 


