
Date

Patient’s Name ❑ Male ❑ Female

Address

Home Phone Work Phone Shift Birthdate

Email Address:

If a child, give Parent’s or Guardian’s Name SS#
 School

 FIRST MIDDLE LAST  NICKNAME

STREET   CITY  STATE  ZIP

Mark P. Tompkins, DDS, 
FAGD, LVIF, FIAPA, DABDSM

19109 West Catawba Avenue • Suite 108
Cornelius, NC 28031

704/895-3833

WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?

MEDICAL INSURANCE INFORMATION

Insured’s Name Insured’s SS#

Insurance Company Name Group #  ID #

Insurance Company Address

Marriage Employment 

Employer Address Phone

Do you have double coverage? ❑ No ❑ Yes If yes, complete the following:

Insured’s Name Insured’s SS#

Insurance Company Name Group #  ID #

Insurance Company Address

Date of Employment  

Insured’s Employer  Address  Phone

 FIRST MIDDLE LAST  

 FIRST MIDDLE LAST  

STREET CITY STATE ZIP

STREET CITY STATE ZIP

RESPONSIBLE PARTY INFORMATION

Name    Marital Status

Address    Birthdate

Home Phone Work Phone  SS#

Employer  Occupation  No. Years Employed

SPOUSE’S NAME

Address    Birthdate

Home Phone Work Phone  SS#

Employer  Occupation  No. Years Employed

 FIRST MIDDLE LAST  

STREET CITY STATE   /   ZIP

STREET CITY STATE   /   ZIP

EMERGENCY NOTIFICATION INFORMATION  In case of emergency, who should be notified?

Name Address Phone Relation

Name Address Phone Relation

SIGNATURE OF PATIENT OR PARENT OR GUARDIAN DATE

To the best of my knowledge, all of the preceding 
answers are true and correct. I will inform your office 
of any changes at the next appointment.

Patient Medical Information


