
 

 

 

Patient  First Name                               Middle                               Last 
 

Address 
 
City                                                       State                                   Zip  

 

Home Phone 
 

Work Phone 
 

Cell Phone 
 

Social Sec # 
 
Date of Birth 
 
Email Address 
 

Referring Dentist 
 

General Dentist 
 

Occupation 
 
Employer Name 
 
Spouse or Parent’s Name (if patient is a minor)                    Spouse or Parent’s Employer  
 
 
Do you have Dental Insurance?                     If so, Name of Company 
 
 

Primary Insured’s Name                                Insured’s Date of Birth 
 
 

ID #  or Social Security #                               Group # or Account # 
                                   
 

Secondary Insured’s Name                             Company Name 
 
 
ID #  or Social Security #                                Insured’s Date of Birth 
 
 

Group # or Account # 
 

Endodontic Associates, P.A. 
82 Coyle St., Portland, ME 04101 

 Voice 207.772.7431 
Fax 207.772.7477 

www.endoassoc.com  
 
 


