
 

W e l c o m e !W e l c o m e !   

 
FREMONT DENTAL 
ph 206.675.0366 
fax 206.675.0466 

 

 

To help us meet your entire dental care needs, please fill 
out this form completely.  If you have any questions, 
please ask us and we will be happy to help. 

 

3601 FREMONT AVE N           
SUITE 316  
SEATTLE, WA 98103 
www.fremontdental.com 

 
 

PATIENT NAME First ________________________________ 

     M.I. ____  Last __________________________________ 

PHONE H  (______)_________________________________ 

     W (______)____________________x________________ 

     Cell (______)___________________________________ 

Best ph# to reach you at during the day? _________________ 

E-MAIL ___________________________________________ 

ADDRESS _________________________________________ 

Apt ________City__________________________________ 

State_________ Zip ________________________________ 

Bi l l ing Address (i f  di f ferent) _________________________ 

___________________________________________________ 

Apt_____ City______________________________________ 

State ___________ Zip_______________________________ 

Date of Bir th____________________       Sex    M     F 

Social Securi ty #___________________________________ 

Employer__________________________________________ 

Occupation_______________________________________ 

Mari tal Status______________________________________ 

Name of Spouse___________________________________ 

Name of Medical Doctor___________________________ 

Name of Cl inic/Hospital____________________________               

Phone (________)___________________________________ 

Date of last complete physical______________________ 

Former Dent is t_____________________________________ 

City________________________________State__________ 

Date of last comprehensive dental exam____________ 

Date of last ser ies of x-rays__________________________ 

 

Whom may we thank for referr ing you?  

 _____________________________________________________ 

EMERGENCY CONTACT (other than spouse):                                                                                               

Name________________________________________________ 

Relation to patient____________________________________                                    

Phone      H       W       Cell  

(________)_____________________________ 

PRIMARY DENTAL INSURANCE 

Subscriber____________________________________________ 

Social Security #______________________________________ 

Relation to Patient_______________Date of Birth_____________ 

Employer_____________________________________________ 

Human Resources/Benefit Coordinator: 

Name_______________________________________________ 

Telephone (________)___________________x_____________ 

Dental Insurance Co_________________________________ 

Customer Service Telephone (_______)________________ 

 

SECONDARY DENTAL INSURANCE 

Subscriber____________________________________________ 

Social Security #______________________________________ 

Relation to Patient_____________Date of Birth_______________ 

Employer_____________________________________________ 

Human Resources/Benefit Coordinator: 

Name________________________________________________ 

Telephone  (________)_____________________x___________ 

Dental Insurance Co__________________________________ 

Customer Service Telephone (______)__________________ 

 

 
SIGNATURE:    
                                                                                                                  

DATE: 

SIGNATURE:      
                                                                                                                

DATE: 

SIGNATURE:                 
                                                                                                  

DATE: 

 


	PA T I E N T N A M E First: 
	Last: 
	Wh o m m a y w e t h ank f or r e f e r r i ng y ou: 
	undefined: 
	W: 
	undefined_2: 
	x: 
	Name: 
	Cell: 
	undefined_3: 
	Relation to patient: 
	Best ph to reach you at during the day: 
	E MA I L: 
	undefined_4: 
	undefined_5: 
	AD D R ESS: 
	Apt: 
	City: 
	Subscriber: 
	State: 
	Zip: 
	Social Security: 
	Bi l l i n g A d d r e s s  i f d i f f e r e n t 1: 
	Bi l l i n g A d d r e s s  i f d i f f e r e n t 2: 
	Relation to Patient: 
	Date of Birth: 
	Employer: 
	Apt_2: 
	City_2: 
	State_2: 
	Zip_2: 
	Name_2: 
	Da t e o f B i r t h: 
	Telephone: 
	undefined_6: 
	x_2: 
	Soc i al Se c ur i t y: 
	Dental Insurance Co: 
	Em pl oy e r: 
	Customer Service Telephone: 
	undefined_7: 
	Oc c u p a t i o n: 
	Ma r i t a l S t a t u s: 
	Na m e o f S p o u s e: 
	Subscriber_2: 
	Na m e o f M e d i c a l Do c t o r: 
	Social Security_2: 
	Na m e o f C l i n i c  Ho s p i t a l: 
	Relation to Patient_2: 
	Date of Birth_2: 
	Phone: 
	undefined_8: 
	Employer_2: 
	Da t e o f l a s t c o m p l e t e p hy s i c al: 
	Fo r m er D en t i st: 
	Name_3: 
	City_3: 
	State_3: 
	Telephone_2: 
	undefined_9: 
	x_3: 
	Da t e o f l a s t c o m p r e h e n s i v e d e n t a l e x a m: 
	Dental Insurance Co_2: 
	Da t e o f l a s t s e r i e s o f x ra y s: 
	Customer Service Telephone_2: 
	undefined_10: 
	PH O N E H: 
	M I: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off


