
  
DALAL	DENTAL	CARE	

DENTAL	OFFICE	OF	DR.	ALPA	DALAL	
1987	Santa	Rita	Road,	Suite	#F,	Pleasanton	CA	94566	

	
 

PATIENT INFORMATION (CONFIDENTIAL) 
 
NAME ______________________________________________________________________________ DATE _________/_________/_________ 
                                      FIRST                                MI                                      LAST 
 
ADDRESS ______________________________________________________ CITY _______________ STATE __________ ZIP ______________ 
 
EMAIL ______________________________________ CELL PHONE _______________________ HOME PHONE _________________________ 
 
SS# /SIN ___________________________ BIRTHDATE _________/__________/___________ 
 
CHECK APPROPRIATE BOX:                MINOR            SINGLE               MARRIED            DIVORCED             WIDOWED              SEPARATED 
 

 
PATIENT’S OR PARENT’S/GUARDIAN’S EMPLOYER ______________________________________ WORK PHONE _____________________ 
 
BUSINESS ADDRESS ___________________________________________ CITY _____________________ STATE _________ ZIP __________ 
 
SPOUSE OR PARENT’S/GUARDIAN’S NAME ___________________________ EMPLOYER ____________ WORK PHONE ________________ 
 
WHOM MAY WE THANK FOR REFERRING YOU? ____________________________________________________________________________ 
 
PERSON TO CONTACT IN CASE OF AN EMERGENCY __________________________________________ PHONE ______________________ 
 

 
RESPONSIBLE PARTY 
 
                                                                                                                                                         RELATIONSHIP 
NAME OF PERSON RESONSIBLE FOR THIS ACCOUNT ______________________________________ TO PATIENT ____________________ 

 
ADDRESS ______________________________________________________________________ HOME PHONE _________________________ 

 
DRIVER’S LICENSE # ________________________ BIRTHDAY ________/_________/__________ SS# /SIN ____________________________ 

 
EMPLOYER ____________________________________________________________________ WORK PHONE _________________________ 
 
IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE?                               YES                             NO 
 

 
 

 

INSURANCE INFORMATION 
 
                                                                                                                                                               RELATIONSHIP 
NAME OF INSURED ______________________________________________________________ TO PATIENT __________________________ 
 
BIRTHDAY ______/_______/_________ SS# /SIN ___________________________ DATE EMPLOYED _________/__________/____________ 
 
NAME OF EMPLOYER ________________________ UNION OR LOCAL # ___________________ WORK PHONE _______________________ 
  
INSURANCE CO. ____________________________ TEL. # _______________ GRP # __________ POLICY / I.D. # _______________________ 
 
INS. CO. ADDRESS _________________________________________ CITY _________________ STATE ____________ ZIP ______________ 
 
HOW MUCH IS YOUR DEDUCTIBLE? ____________ HOW MUCH HAVE YOU USED? _____________ MAX ANNUAL BENEFIT? __________ 
______________________________________________________________________________________________________________________________________ 
 
DO YOU HAVE ANY ADDITIONAL INSURANCE?                   YES                      NO                    IF YES, COMPLETE THE FOLLOWING: 
________________________________________________________________________________________________________ 
                                                                                                                                                              RELATIONSHIP 
NAME OF INSURED ______________________________________________________________ TO PATIENT __________________________ 
 
BIRTHDAY ________/_________/__________ SS# /SIN ___________________________ DATE EMPLOYED _________/________/_________ 
 
NAME OF EMPLOYER _____________________________ UNION OR LOCAL # ___________________ WORK PHONE __________________ 
 
INSURANCE CO. ____________________________ TEL. # _______________ GRP # __________ POLICY / I.D. # _______________________ 
 
INS. CO. ADDRESS _________________________________________ CITY _________________ STATE ____________ ZIP ______________ 
 
HOW MUCH IS YOUR DEDUCTIBLE? ____________ HOW MUCH HAVE YOU USED? ___________ MAX ANNUAL BENEFIT? ____________ 
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