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NAME: ______________________________________                                               DATE: ________________

Birth date:__________________                                                  Social Security no.__________________________

What name would you like us to call you? ___________________________________________________________

MARITAL STATUS:  SINGLE     MARRIED      DIVORCED     WIDOWED

HOW DID YOU HEAR ABOUT OUR OFFICE?_________________________________________________________________

MAILING
ADDRESS____________________________________________________________________________________

                 City:____________________________    State:___________________         Zip:___________________

PHONES: Work:(______)___________________ Home:(_____)__________________ FAX:(_____)_____________________

Cell:   (______)___________________ pager:(_____)__________________ email:___________________________

OCCUPATION:__________________________________________

                     EMPLOYER & address___________________________________________________________________________

Spouse’s Name:_____________________________________________OCCUPATION__________________________________

                      Birth date:_____________ Employer & address______________________________________________________

ACCOUNT RESPONSIBILITY if someone other than yourself:

               NAME___________________________________________

              Their Social Security No.:____________________________

               Birth date:________________________________________

Mailing Address:_________________________________________ City___________ St______ Zip______

              Daytime Phone: (_____)_______________

INSURANCE : If you have dental  insurance, we will submit the claim on your behalf  to your insurance company. You will receive a
reimbursement directly for whatever you are entitled to.

Would you like to know your options to:   Improve your smile     Look younger     Keep your teeth

What are your priorities and what would you like to see done now?___________________
____________________________________________________________________________________

The above information is true and correct to the best of my knowledge:

PATIENT SIGNATURE: ___________________________________________________ DATE:__________________________

PERSONAL INFORMATION
Fred H. Peck, D.D.S., LTD

8251 Cornell Rd. Suite 130, Cincinnati, OH. 45249
Phone: 513-621-7666 FAX: 513-621-7672

Email: office@pecksmiles.com WEB www.pecksmiles.com
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