
Reason For Today’s Visit

Patient Information (confidential)

Name

Social Security#		 Birthdate			 Age

Sex      M        F        Other		            Single         Married

Address	 City 		  State	 Zip

Home Phone		  Email

Employer_		  Occupation

Work Address_	 City		  State	 Zip

Work Phone	 Cell Phone

Number Your Prefer We Use to Contact You

Can We Leave a Message at this Number?	    Y         N

Person to Contact in Case of Emergency

Relationship to Patient		 Phone

Whom May We Thank for Referring You?

Name of Your Dentist		 Phone Number 

Name of Your Medical Doctor		 Phone Number

Responsible Party (For Minors)

Name of Person Responsible for this Account

Relationship to Patient				 Phone

Address						  City State		  Zip

Primary Dental Insurance
Insurance Name					 Group#

Policy Holder’s Name 				    Realtionship to Patient

Policy Holder’s Date of Birth			   Policy Holder SSN

Secondary Dental Insurance
Insurance Name					 Group#

Policy Holder’s Name 				 Realtionship to Patient

Policy Holder’s Date of Birth			 Policy Holder SSN

Medical Insurance
Insurance Name					 Group#

Policy Holder’s Name 				 Realtionship to Patient

Policy Holder’s Date of Birth			 Policy Holder SSN

If Kaiser Policy - Kaiser#_

PATIENT INFORMATION SHEET

Reason For Today’s Visit

Patient Information (confidential) 
Name __________________________________________________________________
Social Security #  _____________________ Birthdate __________________ Age _____
Sex  __________________________
Address__________________________ City ______________State ___Zip _________
Home Phone _____________________ Email __________________________________

Employer ______________________________ Occupation  ______________________
Work Address ____________________ City ______________ State ___ Zip _________
Work Phone ______________________ Cell Phone _____________________________

Responsible Party (For Minors)
Name of Person Responsible for this Account __________________________________
Relationship to Patient ___________________________ Phone ____________________
Address _____________________________ City ____________ State ___ Zip _______

Dental Insurance 
Insurance Name: __________________________ Group #________________________
Policy Holder’s Name _______________________Relationship to Patient ___________
Policy Holder’s Date or Birth _________ Policy Holder SSN ______________________

Medical Insurance 
Insurance Name __________________________ Group #________________________
Policy Holder’s Name _______________________Relationship to Patient ___________
Policy Holder’s Date of Birth _________ Policy Holder SSN ______________________
If Kaiser Policy – Kaiser #______________________________

PATIENT INFORMATION SHEET
Thank you for selecting San Francisco Implant Institute for your surgical needs. 
We strive to provide you excellent surgical care. Please fill out this form completely.
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