
HOUSTON, VLOSICH, & SHORT, D.D.S., INC.
3503 S SONCY 

AMARILLO, TX 79119

PATIENT INFORMATION

FIRST NAME:_____________________________________LAST NAME:__________________________________

ADDRESS:______________________________________________________________________________________

CITY: ___________________________________STATE:__________________ZIP:___________________________

HOME PHONE:____________________WORK PHONE:_________________________CELL:__________________

EMERGENCY CONTACT NAME & NUMBER:________________________________________________________

____________________________________________________________________________

IF PATIENT IS UNDER 18 YRS OLD, LIST PARENTS NAMES & CONTACT #’S:___________________________

____________________________________________________________________________

SEX:  MALE FEMALE
(CIRCLE ONE)

MARITAL STATUS:   SINGLE MARRIED DIVORCED SEPERATED WIDOWED
(CIRCLE ONE)

BIRTHDATE:____________________AGE:________________SS#:______________________DL#:______________

RESPONSIBLE PARTY INFORMATION   (IF SOMEONE OTHER THAN PATIENT)  

FIRST NAME:__________________________________LAST NAME:______________________________________

ADDRESS:_______________________________________________________________________________________

CITY:____________________________STATE:____________________________ZIP:_________________________

HOME PHONE:____________________WORK PHONE:_____________________CELL:_______________________

BIRTHDATE:____________________AGE:_____________SS#:______________________DL#:_________________

PRIMARY DENTAL INSURANCE INFORMATION   (COPY OF CARD REQUIRED FOR US TO FILE)  

EMPLOYEE NAME:_________________________________EMPLOYEE SS#:_______________________________

EMPLOYER NAME:___________________________________DOB OF EMPLOYEE:_________________________

INSURANCE COMPANY NAME:____________________________________________________________________

SIGN YOUR NAME DATE

_______________________________________________ ______________________________


