
North Boulder Dental Group 
2601 North Broadway  --  Boulder, CO  80304 

303-447-1042  --  reception@boulderdental.com 
www.boulderdental.com 

Patient Information   
Date: _________________________ 

Patient’s Name: _________________________________________________________________________________ 
  last     first     middle 

Address: ______________________________________________________________________________________ 
  street     city    state  zip 

Home Phone:____________________ Birth date: ______________________ Social Security #: _________________ 

If patient is a minor, give parent’s or guardian’s name: __________________________________________________ 

Who may we thank for referring you to our office? _____________________________________________________ 

Responsible Party   
Name: ________________________________________________________________________________________ 
 last     first     middle 

Residence: ____________________________________________________________________________________ 
  street     city    state  zip 

Mailing Address: ________________________________________________________________________________ 
     street     city    state  zip 

How long at this address? _______________ Home phone: _________________ Work Phone: _________________ 

Previous Address (if less than 3 years) ______________________________________________________________ 
     street    city  state  zip 

Social Security #: ___________________ Birth date: _________________ Relationship to patient: ______________ 

Employer: __________________________ Occupation: __________________ Number of years: _______________ 

Spouse’s name: ______________________________________________ Relationship to patient: ______________ 
   last   first  middle 

Social Security #: ___________________ Birth date: _________________ Relationship to patient: ______________ 

Employer: __________________________ Occupation: __________________ Number of years: _______________ 

Insurance   
Insured’s name: _________________________________ Insured’s Soc. Sec. #: _____________________________ 
  last  first  middle 

Insurance company: ________________________________________ Group No. ________ Local No. ___________ 

Insurance Co. Address: __________________________________________________________________________ 

Do you have dual coverage? ___Yes ___No   if yes: 

Insured’s name: _________________________________ Insured’s Soc. Sec. #: _____________________________ 
  last  first  middle 

Insurance company: ________________________________________ Group No. ________ Local No. ___________ 

Insurance Co. Address: __________________________________________________________________________ 

Emergency   
Name of nearest relative not living with you:  _________________________________________________________ 
      last    first   middle 

Address: ______________________________________________________________________________________ 
  street     city    state  zip 

Phone: _________________________________________ 

  
I understand, that where appropriate, credit bureau reports may be obtained. 

Signature (Parent signature, if minor.) ________________________________________________________________ 

Updates (date & initial) ______________  _______________  ______________  _______________  ______________ 


