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(Welcome to the office of Barry J. Litwin, D.D.S. ►

We are complimented that you have selected our office to provide


 dental care for you and your family.  So we can serve you better,


please complete both sides of this form.

	Patient Information

                                                                                                                                        Today's Date:   _  / __   /____

Legal Name: ___Mr__Mrs__Ms__Miss.__Dr.___________First_________________Middle_______________Last:____________________________
I prefer to be called                                                   Date of birth: _______/______/_______
 If child, parents name:                                                     Social Security #:_______-_____-_______
Address:  Home_____________________________________________________E-mail__________________________________
City:                                                      State:          Zip:_____________

Telephone:       Home________________________Work___________________________________Cell_________________________________________
Employer:________________________________________________________________________

Employer's Address:_______________________________________________________________
Occupation:________________________________________

Who may we thank for referring you?___________________________________________

	
In the event of an emergency, whom should we contact?


Name:_______________________________________ Relationship:___________________________                                      

Telephone:  Home_____________________________________________Work____________________________________Cell_____________________________________

	
Dental Insurance
                                                    Primary Insurance                                     Secondary Insurance

Insurance Co. Name:         _________________________________          ______________________________________                                                                                                                            
Insurance Co. Address:      _________________________________          _____________________________________

Insurance Co. Phone #:        ________________________________          _____________________________________

Group or Policy #:              _________________________________           _____________________________________

Insured's Name:                _________________________________            _____________________________________

Relation to Insured:                                                                   __           _____________________________________

Insured’s Birthday:                        ______/_____/______                                            ______/_____/_____            
Insured's SS #:                                         -         -     _                                                   ____-_____-______

Insured's Employer:         __________________________________           _____________________________________                              
Employer's Address:        __________________________________            _____________________________________


(Please complete other side)
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