
  

Jennifer A. Neise, DDS, PC 
  

Patient Information (CONFIDENTIAL)  

  

 

Patient name:  ____________________________________________________________ Date:  _______________________________   

  (FIRST)  (MI)  (LAST)   

 

Address:  _________________________________________________ City:  ____________________ State:  ______ Zip: ____________   

 

Email: ____________________________________ Cell Phone: ________________________ Home Phone:  _____________________   

 

Social Security Number: __________________________ Birth Date: ______________________   

 

 

If College Student (FT or PT) Name of School: ________________________________ City: _________________ State:  _____   

Patient's or Parent's/Guardian's Employer: _____________________________________ Work Phone:  _______________________   

Business Address:  _______________________________________ City:  ___________________ State:  _____ Zip: ___________   

 

Spouse or Parent's/Guardian's Name: _______________________ Employer: _________________ Phone:  _________________   

 

 

Person to contact in case of an emergency: _________________________________________________________________________  

  

Responsible Party  

Name of person responsible for this account: _____________________________ Relationship to Patient:  ___________________  

Address:  ___________________________________________________ Home Phone:  ___________________________________   

Driver's license #: ________________________ Birth Date: ______________________ SS#:  ____________________________   

Employer Work Phone: ___________________________ Is this person currently a patient in our office?    Yes   No  

  



Insurance information  

Name of Insured: ____________________________________________________ Relationship to Patient:  ______________________   

Social Security Number: ___________________ Birth Date:  ______________________ Date Employed:  ________________________  

Name of Employer: ________________________________ Union or Local #:   _____________ Work Phone:  _____________________   

Employer Address:  ________________________________________ City:  _____________________ State:  ______ Zip: ___________ 

Insurance Co:  ___________________________ Phone:   ___________________ Group #:  _____________ Policy #:  _______________   

Insurance Co. Address:  _____________________________________ City:  _____________________ State:  _____ Zip: ___________   

How much is your deductible?  ______________ How much have you used?  _________________ Max annual benefit? ___________   

  

  Do you have any additional insurance?    Yes   No  If yes, complete the following:  

Name of Insured: ______________________________________________________ Relationship to Patient:  ___________________   

Social Security Number: _____________________ Birth Date:  ________________________ Date Employed:  ___________________   

Name of Employer: ________________________________  Union or Local #:   _____________  Work Phone:  ____________________  

Employer Address:  ________________________________________ City:  _____________________  State:  _____  Zip: ___________  

Insurance Co:  ___________________________  Phone:   ___________________  Group #:  _____________  Policy #:  _____________   

Insurance Co. Address:  _____________________________________ City:  _____________________ State: ______ Zip: ____________  

How much is your deductible?  _____________________ How much have you used?  ____________ Max annual benefit? ___________   

  

 ___________________________________________________________    _____________________________________   

 Signature of Patient (or Parent/Guardian of Patient)  Date   
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