[bookmark: _GoBack]Dr. James Braun, D.D.S.M.S., P.C.
Prosthodontics
Patient’s Name: ______________________________________________________________________
Address: _______________________ City: _______________________ Zip Code: ________________
Birth date: __________________________________________________________________________
Home phone: ____________________ Cell phone: ______________ Work phone: ________________
Referring/General Dentist: _____________________________________________________________
Physician’s Name: ____________________________________________________________________
Physician’s Address/Phone Number: _____________________________________________________
Patient’s Employment: ________________________________________________________________
Patient’s Social Security Number: _________________________________________________________
Dental Insurance Subscriber’s Name: ______________________________________________________
Dental Subscriber’s Date of birth: _________________________________________________________
Dental Subscriber’s Social Security Number: ________________________________________________
Dental Subscriber’s Place of Employment: __________________________________________________
Dental Insurance Company: _____________________________________________________________
Dental Insurance Group Number: _________________________________________________________
If there is dual coverage on your dental plan, please complete the following.
Insured Name: _______________________________________________________________________________
Insured Social Security Number: _________________________________________________________________
Insured Date of birth: __________________________________________________________________________
Place of employment: __________________________________________________________________________
Insurance Company: ____________________________________________________________________________
Please sign below indicating you will be responsible for all charges incurred for the treatment completed by Dr. James Braun. Thank You. 
Signature: ________________________________________ Date: _______________________________________

