Welcome to the office of Scott M. Staffel DDS

Thank you for taking the time to fill out this form fully. 
Date: ____________________
Patient Information
Name: __________________________________________________DOB:_____________________
Address: ___________________________________City/State/Zip: _________________________
Home#:_____________________Cell#:_________________________Work#:_________________
Social Security #:__________________________________Driver Lic#:______________________
Email address: ______________________________________________________________________
How would you like us to contact you? _____Email _____Text _____Home/Cell Phone
Emergency Contact: _______________________________________________________________

Responsible Party (if same as patient leave blank)
Name: _________________________________________________DOB:______________________
Address: ____________________________________City/State/Zip: ________________________
Home#:_____________________Cell#:__________________________Work#:________________

Dental Insurance Information
Policy Holder Name: ________________________________________ID#:____________________
Employer: __________________________________________________DOB:__________________
Insurance Company: _________________________________Contact#:_____________________

Please describe your previous dental experience(s):_____________________________________________________________________________________________________________________________________________________
Is there anything we could do to make you more comfortable when you visit our office? ___________________________________________________________________________
Who may we thank for referring you to our office? ________________________________

