Kris H. Rosander, DDS
2059 East 3900 South
Salt Lake City, UT 84124
801-278-5000
www.rosanderfamilydental.com


Patient Information							      Date _________________

Name ___________________________________ Preferred Name ____________________ Sex:  M   F
Address __________________________________ City __________________ State ____ Zip ________
Birth Date ____________________   Social Security _____________________   Marital Status:  S   M   D
Email Address ____________________________________ Employer ___________________________

Phone Number (please * which is your preferred number)
Home ________________________ Cell ________________________ Work______________________

Emergency Contact: __________________________ Relationship to Patient: _____________________
Emergency Contact Phone number: ______________________________________________________

Whom may we thank for referring you? ___________________________________________________

How would you like appointment reminders? (Please check all that apply)
_____Phone Call     _____Text     _____Email     _____Postcard



Person Responsible for Payment
_____ Same as above
Name: __________________________________    Relationship to Patient: _______________________
Address: _________________________________  City ____________________ State ____ Zip _______
Phone Number: __________________________    Social Security: ______________________________



Insurance Information
Insurance Plan Name: __________________________________  Insurance Phone: _________________
Insurance Address: _____________________________________________________________________
ID Number: _______________________________ Group Number: ______________________________ 
Name of Policy Holder: ______________________________ Policy Holder’s Birth Date: _____________
Policy Holder’s Social Security Number: ____________________________________________________
Policy Holder’s Employer: ________________________________________________________________
Patient’s Relationship to Policy Holder: _____________________________________________________
Is the policy holder a patient at our office?  Y  or  N



