
Welcome to Hilton Head Oral and Maxillofacial Surgery Date________________________________ 
 
Name_____________________________________________________________  Age_______  Birth Date___________ Sex_______ 
 Last    First                  M.I. 
 
 Mr._____Mrs._____Ms._____Dr.______ 
 
Social Security # ___________________________________ Driver’s License  # __________________________________________ 
 
Home Address______________________________________________City_______________________ State_____  Zip _________ 
 
Home Phone _________________________  Work Phone________________________  Email ______________________________ 
 
Employer___________________________________  Occupation_______________________________  Marital Status___________ 
 
 
Whom may we thank for referring you to us? ____________________________________  Phone__________________________ 
 
Who is your dentist?________________________________________________  Phone ____________________________________ 
 
Who is your physician?  ____________________________________________  Phone _____________________________________ 
 
 
Primary Dental Insurance:______________________  Name of subscriber: _________________________________DOB________ 
 
Relationship to patient __________________________ 
 
Employer___________________ Group #_______________________  ID #_____________________ SS #____________________ 
 
Seconday Dental Insurance:______________________ Name of subscriber: _________________________________DOB_______ 
 
Relationship to patient ___________________________ 
 
Employer___________________ Group #_______________________ ID #______________________ SS #____________________ 
 
Primary Medical Insurance:_____________________  Name of subscriber: _________________________________DOB_______ 
 
Relationship to patient ___________________________ 
 
Employer___________________ Group #_______________________  ID #______________________SS #____________________ 
 
Secondary Medical Insurance:____________________ Name of subscriber: ________________________________DOB_______ 
 
Relationship to patient ____________________________ 
 
Employer___________________ Group #_______________________  ID #______________________SS #____________________ 
 
Who should we contact in case of emergency? 
 
Name_______________________________________________  Phone____________________________ 
 
Who is financially responsible for your bill? (If different than patient) 
 
Name___________________________________________________________  DOB______________ Phone ___________________ 
 Last    First                    M.I. 
 
Relationship to patient_____________________________ Employer________________  Work Phone_________________________ 
 
 
Address__________________________________________________  City_________________ State________ Zip______________ 
 
SS#__________________________________ Driver’s Lic. # ________________________________ 


