
 
 Chilmark Dental P.C. 15 Pleasantville Rd. 
Phone: (914) 941-2200  Ossining, NY 10562 

 PLEASE COMPLETE OTHER SIDE OF FORM 
  Chilmark Dental Welcome Patient Information and Health History 

We are pleased you have selected us to provide dental care for you and your family 
 
 Email________________________ Patient # ________ 

 Cell # ______________Soc. Sec #_________________ 

  Today’s Date _____________________ 

Name ____________________________________________  Birthdate ____________Home Phone ______________ 

Address __________________________________________ City__________________State ______ Zip____________ 

Check Appropriate Box: ÿ  Minor     ÿ  Single     ÿ  Married     ÿ  Divorced     ÿ  Widowed     ÿ  Separated 

Patient’s or Parent’s Employer _________________________________________ Work Phone __________________ 

Business Address ____________________________________ City ________________State ______ Zip____________ 

Spouse or Parent’s Name _______________________ Employer _____________ Work Phone __________________ 

If Patient is a Student, Name of School / College ____________ City __________________________ State __________ 

Whom May We Thank for Referring You? ________________________________________________________________ 

Person to Contact in Case of Emergency 1) _____________________________  Phone _______________________ 

 2) _____________________________  Phone _______________________ 

 3) _____________________________  Phone _______________________ 

  Relationship 

Name of Person Responsible for this Account ______________________________  to Patient ____________________ 

Address ____________________________________________________________  Phone _______________________ 

Driver’s License # _______________________ Birthdate __________ Financial Institution _______________________ 

Employer __________________________________________________________ Work Phone __________________ 

Is this Person Currently a Patient in our Office?   ÿ  Yes     ÿ  No 

 

  Relationship 

Name of Insured _____________________________________________________  to Patient ____________________ 

Birthdate ____________________________Social Security # _________________  Date Employed ________________ 

Name of Employer ____________________________________________________  Work Phone __________________ 

Address of Employer __________________________________ City ____________  State _________ Zip____________ 

Insurance Company ___________________________________ Group #_________  Union or Local # ______________ 

Ins. Co. Address _____________________________________ City ____________  State _________ Zip____________ 

How Much Is Your Deductible? __________How Much Have You Used? ________ Max Annual Benefit _____________ 

 DO YOU HAVE ADDITIONAL INSURANCE?  ÿ  Yes     ÿ  No IF YES, COMPLETE THE FOLLOWING: 

Name of Insured _____________________________________________________  Relationship to Patient __________ 

Birthdate __________________ Social Security # ___________________________  Date Employed ________________ 

Name of Employer ____________________________________________________  Work Phone __________________ 

Address of Employer __________________________________ City ____________  State _________ Zip____________ 

Insurance Company ___________________________________ Group #_________  Union or Local # ______________ 

Ins. Co. Address _____________________________________ City ____________  State _________ Zip____________ 

How Much Is Your Deductible? __________How Much Have You Used? ________ Max Annual Benefit _____________ 

Patient Information (CONFIDENTIAL) 

Responsible Party 

Insurance Information 



Ken
Patient Medical History

Ken
Date of last TB test __________________________________

Ken
Yes     No

Ken
Persistant Cough ............................

Ken
Mitral Valve Prolapse ....................

Ken
Cough with Blood ...........................
Herpes .............................................
Blood Disorders ..............................
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Date
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Chilmark Dental, PC
15 Pleasantville Road
Ossining, NY 10562




