
Patient’s Spouses Name

Person Responsible for Payment (if different from above) 

Address
Street City ZipState

Relationship to Patient

Social Security #

Birthdate

Driver’s License #

Home Phone

Work Phone

Employer

Patient’s Parent(s) Name (if patient is a minor)

Father:

First Name Last Name

Mother:

First Name Last Name

First Name Middle Name Last Name

Spouses Employer Work Phone

DENTAL INSURANCE INFORMATION

Insured’s Name (Employee)

Insured’s Birthdate

Insured’s Address

Insured’s Employer

Insurance Company Name

Insurance Address

Street City ZipState

Insured’s Social Security #

Group #

EMERGENCY INFORMATION

Local Friend or Relative Not Living With You

Complete Address

Phone #

Street City ZipState

FOR ALL PATIENTS
I authorize the doctor to perform any and all forms of treatment, medication, and therapy that may be indicated in connection with the dental care of 
the patient above and further authorize and consent that the doctor chooses and employs such assistant as he deems fit. 
I also understand that prior to treatment, full explanation of the procedure(s) involved will be given by the doctor and/or his staff.
I agree to pay for all service rendered by this office.

SIGNATURE OF RESPONSIBLE PARTY RELATIONSHIP DATE

Insurance ID #

Birthdate

Social Security #

Employer Name

Employer Address

EXPERIENCE THE EXCEPTIONAL

Dr. Gordon Roeder & Dr. Zachary Kulp

1326 West Broad Street, Quakertown, PA 18951

www.dream-dentistry.com

215-538-1109



Is so, what?

If yes, please list:

drugs?

Diabetes
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