
Welcome to University Square Dental Associates 
Please take a few minutes to answer the following questions so we can better assist you with your dental needs. 
 
Patient Information 
Date___________________ Social Security # ____________________________ Birthdate_____________________ 
 
Name ___________________________________________________________________________________________ 

Last Name First Name  Initial 

Address______________________________________________________ Home Phone________________________

City________________________________   State______   Zip__________ Cell Phone ________________________

Sex __M __F   Gender____________ Pronouns:  __He / Him   __She / Her __They / Them   Other______________

__Single  __Married  __Long Term Partner  __Divorced  __Widowed  __Separated 

Email Address______________________________________________________ 

Employer_________________________________________________   Business Phone_________________________ 

Business Address_____________________________________________ Occupation__________________________
 
Who should we thank for referring you? _________________________________________________________________ 
 
In case of emergency, who should we contact? __________________________ Phone__________________________ 
 

Primary Dental Insurance 
Person Responsible for Account ______________________________________________________________________ 

Last Name  First Name Initial 

Relationship to Patient_____________________  Birthdate________ Social Security #__________________________

Address_________________________________________________ Home Phone____________________________

City___________________________   State____   Zip____________ Cell Phone______________________________

Responsible Party Employed by____________________________ Business Phone____________________________ 

Business Address_________________________________________ Occupation______________________________ 

Insurance Company and Address______________________________________________________________________ 

Subscriber ID #________________________________________ Group #____________________________________
 

Additional Dental Insurance 
Person Responsible for Account ______________________________________________________________________ 

Last Name  First Name Initial 

Relationship to Patient_____________________  Birthdate________ Social Security #__________________________

Address_________________________________________________ Home Phone____________________________

City___________________________   State____   Zip____________ Cell Phone______________________________

Responsible Party Employed by____________________________ Business Phone____________________________

Business Address_________________________________________ Occupation______________________________

Insurance Company and Address______________________________________________________________________ 

Subscriber ID #________________________________________ Group #____________________________________

 

Dental History 
Former Dentist_____________________________________ Date of Last X-Rays___________________________ 
 
City / State_________________________________________  How often do you brush? _____________________ 
 
Date of Last Dental Visit______________________________ How often do you floss?________________________ 
 
 
                                                                          Please Complete Reverse Side




