Paramount
W Dental Care

Date: / / Name: Gender: M/ F
Last First Mi
Birthdate: / / SSN: / / Occupation:
Mo Day Year
Parent / Guardian / Caretaker Name:

Emergency Contact Relation Phone:

Contact Information

Address:
City State Zip
Cell Phone: Home Phone: Work Phone:
Email: Contact Preference: Cell Home Work Email Text

How did you hear about us? Drive/Walk by Insurance Google Facebook / Twitter/ Yelp /YouTube / Instagram

Mailing Church / Temple Zocdoc TV /Radio Friend / Relative:

Other:

Primary Insurance Information
Who is the subscriber? Self Spouse Parent (Please fill out subscriber information below if not ‘self’)

Insurance: ID:
Group Name: Group ID:

Self Information
Employer / School: Employer/School Phone:

Employer/School Address:

Student Status (dependents 19 and over): Non-student Full-time Part-time

Subscriber Information

Subscriber Name: DOB: / / SSN:
Last First Mi Mo Day Year
Subscriber Address (if different):
City State Zip
Subscriber Employer: Employer Phone:

Employer Address:

Do you have a secondary Insurance Plan? Y / N Who is the subscriber? Self Spouse Parent

Insurance: ID:
Group Name: Group ID:
Subscriber Name: DOB: / /h SSN:
Last First Mi Mo Day Year
Subscriber Address (if different):
City State Zip
Subscriber Employer: Employer Phone:

Employer Address:




