
SOPHIA PARPIA, DDS, PLLC 
Family and Cosmetic Dentistry 

 

PATIENT INFORMATION 

Patient Name:____________________________________________________________ Date: ___________________ 
   Last   First  MI 

 □ Male    □ Female   □ Married    □ Single □ Child    □ Other ________________________  

Social Security #:_____________________________Birth Date:___________________Email:_______________________ 

Phone (Home):__________________ Work:___________________Cell:_________________ Best time to Call:_______ 

Preferred appointment times:    □Morning     □Afternoon     □Any Time     □M   □T  □W   □T 
Address:__________________________________________________________________________________________________ 
   Street       Apartment # 
 ___________________________________________________________________________________________________________________________ 

   City    State     Zip Code  

Spouse or Responsible Party Information 

The following is for: □ the patient’s spouse  □ the person responsible for payment 

Name:____________________________________________________________________________________________ 

□ Male □ Female    □ Married     □ Single     □ Child     □ Other  

Social Security #:_________________________________Birth Date: ______________________________________ 

Phone (Home):______________________Work:___________________ Cell:__________________ Best time to Call:________ 

Address:  _________________________________________________________________________________________ 
   Street       Apartment # 
______________________________________________________________________________________________________________________________________ 

   City    State     Zip Code 

 

Referral Information 

Whom may we thank for referring you to our practice?     □ Another patient, friend □ Another patient, relative 

□ Dental Office  □Yellow Pages       □ Newspaper      □ School □Work □ Other ______________ 

Name of person or office referring you to our Practice:  _______________________________________________________________ 
 

Employment Information 

The following is for: □ the patient  □ the person responsible for payment 

Employer Name: _____________________________________________ Occupation: _________________________________ 

Address: __________________________________________________________________________________________  
Street    City  State   Zip Code  
 

Insurance Information 
Primary 
Name of Insured:________________________________________________   Is insured a patient?    □Yes    □No 
   Last   First         MI 

Insured’s Birth Date:___________________________ID#: _________________________Group #: ______________________ 

Insured’s Address: __________________________________________________________________________________ 
   Street    City  State   Zip Code 

Insured’s Employer Name: ____________________________________________________________________________ 

  Address:  ____________________________________________________________________________ 
    Street    City  State   Zip Code 

Patient’s relationship to insured:       □ Self      □ Spouse   □ Child   □ Other 

Insurance Plan Name and Address:  ____________________________________________________________________ 
    ____________________________________________________________________________________ 

Secondary 

Name of Insured:  ________________________________________ Is insured a patient?     □Yes     □ No 
   Last   First         MI 

Insured’s Birth Date: ______________________      ID#: __________________________     Group #: ____________________ 

Insured’s Address: __________________________________________________________________________________ 
   Street    City  State   Zip Code 

Insured’s Employer Name: ____________________________________________________________________________________ 

  Address: _____________________________________________________________________________ 
    Street    City  State   Zip Code 

    Patient’s relationship to insured:  □ Self   □ Spouse    □ Child □ Other 

Insurance Plan Name and Address:  ____________________________________________________________________  

 

PLEASE TURN OVER AND SIGN 

Chart # _________________ 
              FOR OFFICE USE ONLY 


