
Welcome to Advanced Endodontics, LLC  

Please take a few minutes to complete this form as thoroughly as possible.  If you have any questions, 

please ask.  We will be happy to assist you in any way. 

 

Patient Information:      Date      

PLEASE PRINT 

Mr. / Ms. / Mrs. / Dr. __________________________________________________________________________  
                                                                              Last Name                First Name (Full)   Nickname 

 

Street ________________________________ City ______________________ State ______ Zip _____________ 

Home Phone # (        ) ____________________________ Work Phone # (        ) ___________________________ 

Cellular Phone # (        ) ___________________________ 

Your Social Security # _______-_______-_______            Your Birth Date _____/_____/_____ 

Occupation ______________________ Employed by ________________________________________________  

Spouse __________________________ Employed by _______________________________________________ 

Spouse’s Work Phone # (        ) ____________________________ 

Notify in case of emergency ____________________________________ Phone # (        ) ___________________ 

Your General Dentist _____________________________ You were Referred by __________________________ 

Are you currently serving in the military?    YES   /   NO          Are you over 19 and a full-time student?    YES   /   NO 

 

Primary Dental Insurance: 

Insurance Carrier ____________________________________ Group #__________________________________ 

Insured ID#________________________________________ Plan Code (where applicable) _________________ 

Subscriber _______________________Social Security # _______-_______-_______ Birth Date ____/____/____ 

Employer _______________________________________________________Phone (      ) _________________ 

Employer’s Address __________________________________________________________________________ 

City ____________________________________________________ State _______ Zip ___________________ 

 For Office Use Only:  Prev ______ Basic ______ Major ______ Max ______ Ded ______ 

Secondary Dental Insurance: 

Insurance Carrier ____________________________________ Group #__________________________________ 

Insured ID# _________________________________________ Plan Code (where applicable) _______________ 

Subscriber _______________________Social Security # _______-_______-_______ Birth Date ____/____/____ 

Employer ______________________________________________________Phone (       ) __________________ 

Employer’s Address __________________________________________________________________________ 

City _____________________________________________________ State _______ Zip __________________ 

 For Office Use Only:  Prev ______ Basic ______ Major ______ Max ______ Ded ______ 

 


