
 

 

 

PATIENT PERSONAL INFORMATION:         DATE: ___________________ 
 

 

(Please Print) 

NAME:_______________________________________________________________________________ 
                       Last                                                            First                                                                              Middle Initial 

ADDRESS: ___________________________________________________________________________ 

 

CITY: _____________________________________ STATE: ____________ ZIP: __________________ 

 

HOME PHONE: ______-______-__________    CELL PHONE: ______-______-__________     

 

BIRTH DATE: ______/______/______   EMAIL: _____________________________________________ 

 

SOCIAL SECURITY NUMBER: __________-_______-_________ 

 

PLEASE CIRCLE ONE:       MARRIED            SINGLE        WIDOWED         DIVORCED         MINOR 

 

HOW DID YOU HEAR ABOUT OUR DENTAL OFFICE? _____________________________________ 

 

DO YOU HAVE A FAMILY MEMBER WHO IS A PATIENT IN THIS OFFICE:           YES              NO 

 

THEIR NAME?: ________________________________________________________________________ 

 

 

EMERGENCY CONTACT INFORMATION: 
 

NAME:_______________________________________________ RELATIONSHIP: _________________                                                          
 

HOME PHONE: ____-____-________    OTHER PHONE: ____-_____-_______    

 

 

DENTAL INSURANCE INFORMATION: 

 
INSURED’S NAME ____________________________________________________________________ 
                                         Last                                      First                                     Middle Initial   

BIRTH DATE: _____/_____/________       SOCIAL SECURITY NUMBER: ______-_______-_________ 
 

RELATIONSHIP TO PATIENT:___________________________________________________________ 

 

INSUREDS EMPLOYER: ________________________________________________________________ 

 

INSURANCE COMPANY:_______________________________________________________________ 

 

GROUP/POLICY NUMBER: _____________________________________________________________ 

 

ADDRESS: ____________________________________________________________________________ 

 

CITY: _____________________________________ STATE:__________  ZIP:________________ 

 

PLEASE CONTINUE ON THE NEXT PAGE 

 

 

 

Don J. Ilkka D.D.S. – 8301 CR 44, Leg A – Leesburg, FL  34788      352-787-4748 

 
 

 

 




