
Smiles by Stevens: New Patient Information 
Name:                                                       Date of Birth:                                   Social Security # 
 
Address:                                                    City:                                       State:                Zip Code: 
 
Phone (Home):                                         Phone (Work):                                   Phone (Cell): 
 
Gender: M / F            Marital Status: S / M                     Email: 
 
Spouse/Parent Name:                                Spouse/Parent Phone: 
 
Emergency Contact:                                  Emergency Contact Phone: 
 
Whom may we thank for referring you? 
 

Dental Insurance Information: Primary 
Name of insurance policy holder:              Relationship to patient: 
 
Date of birth for policy holder:                   Social Security # of policy holder: 
  
Employer of insurance holder: 
 
Employer Address:                                    City:                                      State:                Zip Code:  
 
Insurance Company:                                   ID #                                     Group # 
 
Insurance Address:                                     City:                                     State:                 Zip Code: 
 

Dental Insurance Information: Secondary 
Name of insurance policy holder:              Relationship to patient: 
 
Date of birth for policy holder:                   Social Security # of policy holder: 
 
Employer of insurance holder: 
 
Employer Address:                                    City:                                      State:                Zip Code:  
 
Insurance Company:                                                                                Group # 
 
Insurance Address:                                     City:                                     State:                 Zip Code: 
 
 


