
PATIENT FORM

PATIENT DETAILS

Address

Insurance Company

Email

Cell Home Phone Work Phone

City State ZIP

Name Occupation

Subscriber’s Name Subscriber’s DOB

Subscriber’s I.D. or SSN

Employer Employer Phone

Employer Address

Relationship to Patient

Group #

Date of Birth Age

GENDER

1| What is your current gender identity? Check all that apply:

   Male        Female        Transgender Male/Transman/FTM         Transgender Female/Transwoman/MTF

   Additional Category (please specify)

   Declined to Answer

2| What sex were you assigned at birth? Check one:

   Male        Female        Other        Declined to Answer

   Single        Married        Divorced        WidowedMarital Status

Social Security # (For Your Insurance Claim)

DENTAL INSURANCE

Name

Telephone Relationship to Patient

EMERGENCY CONTACT

DENTAL ARTISTRY BY DR. CHOI 
37017 Cook Street, Suite 102   |   Palm Desert, Ca 92211

760.345.6633   |  www.dentalartistryca.com


