
4711 Opus Drive • Colorado Springs, CO 80906 
719.540.3983 

Jonathan W. Hill © DDS  
The Leader In Laser Dentistry

     First Name: ______________________ Last Name: ______________________________ Today’s Date: _____________  
 
     Preferred Name: ________________________ Date Of Birth: ____________________ Age: _____________________ 

❍   Male                              Social Security Number: ____________________________________ 

❍   Female                          Email Address: ________________________________________________________________ 

     Mailing Address: ______________________________ City: _____________________ ST:_____ Zip: ________ 

     Home Number: __________________________ Cell: _____________________ Alternate: _______________________  

     Employer: _________________________________________ Employer Phone: ________________________________  

     Employer Address: ________________________________________________________________________________ 

 
     Responsible Party: _________________________________________ Relationship: ____________________________  

     Address: (If Different): _______________________________________ City: ______________ ST:____ Zip: __________  

     Home Number: __________________________ Cell: _____________________ Alternate: _______________________ 

 
     Emergency Contact: ________________________________ Phone: ________________ Relationship: _____________ 

     Marital Status:             Married:_________    Single:__________    Divorced:__________  Widowed:__________  
 

    Dental Insurance 

     Primary Insurance Co: _____________________ Employer: __________________ Employee: ____________________  

     ID#: _______________ Group#: ________________ Social Security #: _____________________DOB: ____________ 

     Address: ___________________________________ City: ________________________ ST:____ Zip: ______________  

     Phone: _________________________________ Payer ID#: _______________ 

      
     Secondary Insurance Co: _______________________ Employer: __________________ Employee: ________________  

     ID#: _______________ Group#: ________________ Social Security #: ______________________ DOB: ____________  

     Address: ___________________________________ City: ________________________ ST:____ Zip: ______________  

     Phone: _________________________________ Payer ID#: _______________ 

      

 

 

     Patient Name: _________________________________ Signature: __________________________________________ 

 
     Name of Parent/ Guardian: _______________________ Signature: _________________________________________ 


