LACEY ANTHOLZ DONNER  DENTISTS, P.C.

                                     Max M. Martin Jr., DDS
Stuart G. Lacey, DDS                                   
                                     Travis J. Antholz,  DDS 
Sarah C. Donner, DDS                                                                         

Name:_________________________________________________________________________Sex:        M        F   
                     (First – Middle Initial – Last)

Social Security #  (required)__________________________________________ Date of  Birth____________________
Address:___________________________________________City_______________State___________Zip______
Home Phone:_____________________________Cell Phone:_________________________Pager #:______________

Please circle the appropriate status:    MINOR    SINGLE   MARRIED    DIVORCED   WIDOWED    SEPARATED
Patient’s Employer:_____________________________________Position:________________Phone #:____________
Spouse:  Name___________________________Employer:___________________________Phone #:____________
IF PATIENT IS A MINOR CHILD or STUDENT LIVING AWAY FROM  HOME
Please complete the next section

Minor child living with (circle one)  Mother   Father   Both   Other________Student Status/School:__________________
Mother’s Name:​​​​​​​​​​​​​​__________________________________DOB:______________SS#:_________________________
Employer:______________________________________Work Phone:______________________

Father’s Name:__________________________________DOB:_______________SS#_____________________

Employer:______________________________________Work Phone:______________________
RESPONSIBLE PARTY

Name of person responsible for this  account:______________________________________________________

Billing Address:_______________________________________________________________
DENTAL INSURANCE INFORMATION

Please supply us with a copy of your Dental Insurance card
Primary Carrier:___________________________________________________Employer:__________________
Policyholder:______________________________Policy #:___________________Group #:__________________

Secondary Carrier:_________________________________________________Employer:__________________

Policyholder:_______________________Policy #:__________________________Group #:___________________
Nearest friend or relative NOT living in the same household
Name:________________________________________________________Relationship:_____________________

Address:__________________________________Home#:____________________Work#:_____________________
