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Welcome! 
   For us to better serve you, please fill out these forms completely. 

 
Mission Statement: 

To improve the quality of life for every individual who visits our office by protecting, promoting and  
educating them on their oral health.  To provide high-quality dentistry, with an emphasis on prevention, to 
individuals in and around our community within a comfortable and friendly environment that is reflective 

of our commitment to personal care. 

About YouAbout YouAbout You   
 
Name_____________________________________________ 
 
Preferred Name____________________   ⁭ Male  ⁭ Female 
 
  ⁭ Single  ⁭ Married  ⁭ Divorced  ⁭ Widowed  ⁭ Separated 
 
Birthdate ___/___/____ Age ____  SS#________________ 
 
Address ___________________________________________ 
 
City ____________________ State______ Zip ____________ 
 
Email _____________________________________________ 
 
Home # _________________   Work #__________________ 
 
Cell # ___________________    Fax # __________________ 
 
Whom may we thank for referring you? 
__________________________________________________ 
 
Other family members seen by us_______________________ 
 
Employer__________________________________________ 

Account InformationAccount InformationAccount Information 

PERSON RESPONSIBLE FOR ACCOUNT 
 
Name____________________ Relation __________________ 
 
Home # ____________________  Work #_______________ 
 
Cell # _____________________ Birthdate ____/____/_____ 
 
Email_____________________________________________ 
 
Billing Address _____________________________________ 
 
City _____________________ State_______ Zip __________ 

Spouse InfoSpouse InfoSpouse Info   
 

Name_____________________________________ 

 

Home #_______________ Work #______________ 

 

Cell # ________________ Birthdate ___/____/____ 

InsuranceInsuranceInsurance   
 

Provider Name______________________________ 

 

Provider Phone # ____________________________ 

 

Group #____________________________________ 

 

Insured’s Name ______________ Relation________ 

 

Insured’s Birthdate__/__/___ Insured’s SS#_______ 

 

Insured’s Employer___________________________ 

 

Insured’s Phone # ____________________________ 

Secondary InsuranceSecondary InsuranceSecondary Insurance   
 

Provider Name______________________________ 

 

Provider Phone # ____________________________ 

 

Group #____________________________________ 

 

Insured’s Name _______________ Relation_______ 

 

Insured’s Birthdate __/__/___ Insured’s SS#_______ 

 

Insured’s Employer________________________ 

 

Insured’s Phone # _________________________ 

 

P A T I E N T  I N F O R M A T I O N  F O R M  

PERSONAL CARE DENTAL GROUP, LLC 
9500 E. 63rd Street, Suite 103 
Raytown, MO 64133 
816.737.1110 
www.personalcaredental.com 


