
Northtowns Oral and Maxillofacial Surgery, PLLC 

Patient Intake Sheet 

Please Complete All Information   
 

Date: ________________________ 

 

Patient Name: __________________________________________     Male_____ Female_____ 
  First Name                    M.I.                     Last Name 

 

Address: ___________________________________________________________________________________ 

                  Street Number and Name                                                         City                                     Zip Code 

 

Home Phone:_______________  Work Phone: ________________  Cell Phone: _____________ 

 

Date of Birth: _______________ Person to Contact if Emergency:________________________ 
                                                                                                 (List Daytime Phone Number & Relationship) 

Employer: _______________________________ Social Security Number: _________________ 

  
Dentist: ________________________________   Phone Number: ________________________ 

 

Medical Physician:  _______________________  Phone Number:  ________________________ 

 

Referred By: ___________________Pharmacy Name/Address/Phone #____________________ 
                                                                                                            (This Information Must be Provided) 

Person Responsible for Patient Account: _____________________________________________ 

(Must be Signer of Financial Form)     First Name                                                       Last Name                                                   

 

Relationship to Patient: ______________________ Date of Birth: _____________________ 

 

Address if Different: ____________________________________________________________ 
                                  Street Number and Name                               City                         Zip Code 

 

Responsible Party Employer: _____________________ Responsible Party SS# _____________ 

  
Dental Insurance (Primary): _______________________ Subscriber: _____________________ 

 

Subscriber Date of Birth:__________________________Subscriber SS#___________________ 

 

ID#_______________  Group #_______Address to Send Claims:_________________________ 

 

Medical Insurance:  ________________________ Subscriber: ___________________________ 

 

Subscriber Date of Birth:__________________________Subscriber SS#___________________ 

 

ID#________________ Group#______Address to Send Claims:  _________________________ 

 

   

Please fill out the enclosed Health History and Financial Responsibility Sheets 


