
 

Welcome to our office!         
          

Date: ______________________ 
 

1850 Keller Parkway, Suite 104  Keller, Texas  76248 Keller, Texas  76248  817-431-1115  

drtamaramiller.com 

 

PATIENT INFORMATION        ______Male ______Female 
 

Patient’s Name __________________________________________________________________________________________________________ 
   Last     First    Middle 

 

Address _________________________________________________________________________________________________________________ 
   Street    City    State   Zip 

 

Home Phone ____________________________ Work Phone ________________________Cell Phone______________________________ 

 

Birth Date __________________________ Social Security # __________________________School_________________________________ 

 

If patient is a minor, give parent or guardian’s name: _____________________________________________________________________ 

 

Patient: __________________________________________ Responsible Party: ____________________________________________________ 
   Email Address        Email Address 
 

General Dentist: ________________________________ Last Appointment: _____________________________________________ 
 
Whom may we thank for referring you to our office? ________________________________________________________________ 

 

RESPONSIBLE PARTY INFORMATION 
 

 Name _________________________________________________________________________________________________________________ 
  Last     First    Middle   Marital Status 

 

Residence______________________________________________________________________________________________________________ 
   Street    City    State   Zip 

 

Address________________________________________________________________________________________________________________ 
   Street    City    State   Zip 

 

 

How long at this address ________________________Home Phone ________________________ Work Phone ______________________ 

 

Previous Address (if less than 3 years) ____________________________________________________________________________________ 
Street       City   State  Zip 

Social Security # _____________________Birth Date _________________ Relationship to patient ___________________________ 
 
Employer: _____________________________________Occupation _______________________ # years employed ____________ 
 
_________________________________________________________________________________________________________ 

                                                                      
                                                             SPOUSE’S INFORMATION 
 
Spouse’s Name ____________________________________________ Relationship to patient ______________________________ 
 
Spouse’s Employer __________________________________Occupation _____________________ # years employed __________ 
 
Spouse’s Social Security # _____________________________________ Date of Birth ____________________________________ 

 
     DENTAL INSURANCE INFORMATION 

 

Insured’s Name___________________________________ DOB ____________ Insured’s Social Security # ___________________ 
 
Insurance Company _________________________________ Group # __________________ Sub. ID# _______________________ 
 
Employer: ________________________________________________________________________________________________ 

I understand that where appropriate, credit bureau reports may be obtained: ____________ Initials                                  
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© 2002 American Dental Association 
All Rights Reserved 
Reproduction and use of this form by dentists and their staff is permitted.  Any other use, duplication or distribution of this form by any other party requires the prior written approval of the American Dental Association. 
 
This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002). 


