
Michael C. Smuin DDS 
PATIENT INFORMATION                Date______________________________________ 

First Name_____________________________________ M.I._______ Last Name_______________________________________________ 

Address___________________________________________ City_________________________ State___________Zip_________________ 

Home Phone___________________________________ Cell______________________________ Work_____________________________ 

Birthdate_____________________________ SSN_______________________________ Sex    M    F     Martial Status  M  S  W  D 

Employer_________________________________________________________Phone_____________________________________________ 

Emergency Contact Person______________________________________________________Phone_____________________________ 

 

RESPONSIBLE PARTY 

Name_______________________________________________ Relationship to Patient________________________________________ 

Billing Address_________________________________________City________________________ State_____________Zip___________ 

Phone Number_______________________________Birthdate_________________________________ SSN________________________ 

Insurance Coverage (Y/N)____________Insurance Company_______________________________________________________ 

Employer Name__________________________________________________________Phone_____________________________________ 

 

INSURANCE INFORMATION 

Primary Insurance 

Insured’s Name________________________________________________________________________SSN__________________________ 

Patient’s Relationship to Insured:  Self_____________Spouse_____________Child_____________Other_________________ 

Employer____________________________________________________Phone Number________________________________________ 

Insurance Company___________________________________________________Group Number______________________________ 

Claim Address________________________________________City________________________State______________Zip____________ 

 

Secondary Insurance 

Insured’s Name__________________________________________________________________________SSN________________________ 

Patient’s Relationship to Insured:  Self_____________Spouse________________Child_____________Other______________ 

Employer_________________________________________________________Phone Number___________________________________ 

Insurance Company___________________________________________________Group Number______________________________ 

Claim Address_________________________________________City_______________________State______________Zip____________ 

 


