
    Sarah J. Morris, D.D.S. PLLC 
 

PATIENT INFORMATION 
 
Contact Information 

 
Mr.      Mrs.     Miss      Patient’s Last Name: ______________________________First Name: ________________________MI: ____ 
 
Home Phone: (         ) __________________Cell: (         ) __________________Work: (         ) __________________ Ext: _________ 
 
Email Address: _______________________________________________________________________________________________ 
 
Home Address: _______________________________________________________________________________________________ 
    Street                                  City                  State                    Zip 
 
Date of Birth: ________________________________                       Social Security No.: ____________________________________ 
 
Whom may we thank for referring you? ___________________________________________________________________________ 
 
Place of Employment: _________________________________________________________________________________________ 
 
Employer’s Address: __________________________________________________________________________________________ 
                                                          Street                                                                City                                     State                    Zip 
 
Occupation: _________________________________________________________________________________________________ 
 
Emergency Contact Name/Number(s):_____________________________________________________________________________ 
 
 
Financial Information 
 
Name of Person Responsible for this Account: _________________________________________ Relationship: _________________ 
 
Street Address: _________________________________________________________________ Phone: (         ) _________________ 
   Street    City              State               Zip 
Date of Birth: ______________________ Social Security No: ____________________________Drivers License No: _____________ 
 
Place of Employment: __________________________________________________ Work Phone: (          ) _____________________ 
 
Employer’s Address: __________________________________________________________________________________________ 
                                                          Street                                                                City                                     State                    Zip   
 
Is this patient currently a patient in our office:   Yes          No  
 
Dental Insurance Information 

 
Insured Person’s Full Name: ___________________________________________________________________________________ 
 
Date of Birth: _____________Social Security No: _______________Relationship to Patient (ie parent, spouse): _________________ 
 
Relationship to Patient (i.e. parent, spouse): _____________________________ Ins. Phone Number: (        )_____________________ 
 
Insurance Company Name: ______________________________________ Group ID Number: _______________________________ 
 
Insurance Company Mailing address for Dental Claims: ______________________________________________________________ 
 
Employer Name: _____________________________________Employer Address: ________________________________________ 


