Kelly S. Janecek DDS
1498 S. St. Francis Dr
Santa Fe, NM 87505
We will strive to provide you with the best possible dental care.

Date________________________
[bookmark: _GoBack]Name_____________________________________________ Birthdate____________________ SS# ______________________
Home Ph ______________________ Cell Ph _____________________ Email ________________________________________
Address______________________________________________ City_________________ State__________ Zip_____________
Check Appropriate        _____ Minor   ____ Single    ____ Married    ____ Divorced    ____Widowed    ____ Separated
Patient or Parent’s Employer_______________________________________ Work Phone ______________________________
Business Address________________________________________ City_________________ State__________ Zip___________
If Patient is a Student- Name of School/College __________________________________________________________________

Who may we thank for referring you? ___________________________________ Relationship__________________


Responsible Party     
Name____________________________________________ Relationship ___________________ Birthdate ________________
Address ____________________________________________________ City ______________ State _________ Zip _________
Is this Person Currently a Patient in our Office?  ____Yes    ____No
Insurance Information              ____ No Insurance       
Insurance Company Name ________________________________________________ Group Number ____________________
Name of Insure, if different than patient _______________________________________________________________________
Relationship to Patient ______________________ Birthdate __________________ SS# _________________________________
Do you have Additional Insurance?    ____ Yes     ____ No
Insurance Company Name _________________________________________________ Group Number ___________________
Name of Insured__________________________________________________________________________________________ 
Relationship to Patient______________________ Birthdate __________________ SS# _________________________________

	Person to Contact in case of an Emergency

Name __________________________________________ Phone _____________________ Relationship_______________




