
Tri-County Oral-Facial Surgeons, PC 
Welcome to our Practice 

 
Patient Information 
Name (Last, First, MI) Social Security# Date of Birth Sex Home Phone 
     

 
Mailing Address             City          State    Zipcode                   Marital Status 
     

 
Employer              City           State  Zipcode          Work Phone 
     

 
 
Responsible Party (if Patient is 17 and younger or requires a Guardian) 
Name (Last, First, MI) Social Security#    Date of Birth  Home Phone 
    

 
Mailing Address      City  State        Zipcode 
 
 

   

 
Insurance Information  
Primary Dental Insurance Co./ Subscriber’s Name/  Relationship Policy # /Group # 
Address/ Phone   Birthdate/ SSN 
Employer 
    

 
 

Primary Medical Insurance Co./ Subscriber’s Name/  Realtionship Policy # / Group# 
Address/ Phone   Birthdate/ SSN 
    

 
Secondary Dental Ins. Co./  Subscriber’s Name/  Relationship Policy #/ Group # 
Address/ Phone   Birthdate/ SSN 
Employer 
    

 
 

Secondary Medical Ins. Co./  Subscriber’s Name/  Relationship Policy #/ Group # 
Address/ Phone   Birthdate/ SSN 
 
 

   

 
Referring Dentist              Referring PCP – Medical Doctor 
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