
Cary Prosthodontics  
1400 Crescent Green, Suite 215 

Cary, NC 27518 
(919) 858-8193 

 
PATIENT INFORMATION FORM 

 
Patient Name _______________________________________________     DOB ________________________ 

Preferred Name _____________________________________________     Sex at Birth: ◯ Male      ◯ Female 

Street Address______________________________________________________________________________ 
City__________________________________________ State________________ Zip_______________ 
Email___________________________________________________ Social Security # ____________________ 

Marital Status: ◯ Single   ◯ Married   ◯ Separated   ◯ Divorced    ◯ Widow 

Phone: Home _________________________ Work _______________ Mobile __________________________ 

May we send you email messages?: ◯ Yes ◯ No         May we send you text messages?: ◯ Yes ◯ No 

If asked to be featured in our social media, do you consent? ◯ Yes ◯ No 

Emergency Contact __________________________ Relationship________________ Phone _______________ 
How did you hear about us? ___________________________________________________________________ 
 
GUARDIAN OR RESPONSIBLE PARTY: 
 

Full Name _______________________________________________ Relationship _______________________ 

Street Address______________________________________________________________________________ 

City__________________________________________ State________________ Zip_______________ 

 
INSURANCE POLICY: 
 

Primary Dental Insurance: 
Name of Insured ________________________________________Relationship to Patient _________________ 
Insured DOB_____________ Group ID ______________________ Member ID __________________________ 
Insurance Company _____________________________________ Employer ____________________________ 
 

Secondary Dental Insurance: 
Name of Insured ________________________________________Relationship to Patient _________________ 
Insured DOB_____________ Group ID ______________________ Member ID __________________________ 
Insurance Company _____________________________________ Employer ____________________________ 
 

Primary Medical Insurance: 
Name of Insured ________________________________________Relationship to Patient _________________ 
Insured DOB_____________ Group ID ______________________ Member ID __________________________ 
Insurance Company _____________________________________ Employer ____________________________ 
 

Secondary Medical Insurance: 
Name of Insured ________________________________________Relationship to Patient _________________ 
Insured DOB_____________ Group ID ______________________ Member ID __________________________ 
Insurance Company _____________________________________ Employer ____________________________ 


