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                   Marci S. Morris, DDS    “Creating Beautiful Smiles in a Family Atmosphere” 

Patient Information 

Name of Patient:      Last_____________________________First_______________________MI_______ 

Preferred Name____________________   Sex:  ⁭Male    ⁭Female        

Family Status:       ⁭ Married   ⁭Divorced    ⁭Widowed   ⁭Single   ⁭Minor   

If patient is a child, name of legal guardian___________________________________________________ 

⁭Parent   ⁭other (please specify) ___________________________________________________________ 

Patient’s date of birth_____________________________ Patient’s SSN# __________________________ 

Street Address ___________________________City __________________________ Zip_____________ 

Home Phone_______________ Business Phone _________________Ext_____ Cell__________________ 

Which number is the best to reach you? ______________E-Mail Address __________________________ 

Emergency Contact person________________________ Relationship to patient_____________________ 

Emergency Contact Phone#_______________________ 

Employer____________________________________  Occupation _______________________________ 

Insurance Information 

Name of Primary policy holder ________________________________   Is insured a patient? ⁭ Yes ⁭ No 

Policy holder’s Employer _________________________________Present position___________________  

Policy Holders SSN#__________________________________________ DOB______________________ 

Primary insurance carrier name____________________________________________________________ 

Primary insurance ID#_____________________________________Group#________________________ 

Name of Secondary policy holder___________________________________________________________ 

Policy holder’s Employer _________________________________Present position___________________  

Policy Holders SSN#__________________________________________ DOB______________________ 

Secondary insurance carrier name___________________________________________________________ 

Secondary insurance ID#____________________________________Group#________________________  

     Referral Information 

How did you hear about us? □ Web □ Insurance □ Mailing □ Another patient □ Other _________ 

Whom may we thank for referring you to our practice?  _________________________________________ 

 


