Joseph Wilbanks, D.D.S.,P.C.

278 East Doyle Street
Toccoa, GA 30577

www. WilbanksSmileCenter.com
jwilbanks@windstream.net

706-886-9439 e Fax: 706-886-2581

PATIENT INFORMATION

Date
Patient Name

LAST FIRST M (PREFERRED NAME)
Address

STREET CITY STATE ZIP
Phone E-Mail Social Security #
Birthdate Age Sex [JM [JF ] Married [] Single [] Child

If patient is a minor, give parent’s or guardian’s hame

Whom may we thank for referring you to our office?

RESPONSIBLE PARTY INFORMATION

Name

LAST FIRST M MARITAL STATUS
Address

STREET CITY STATE ZIP
How long at this address Phone #1 Phone #2
Social Security # Birthdate Relationship to Patient

Employer

Spouse’s Name

Employer

Social Security #

Occupation No. Years Employed
Relationship to Patient
LAST FIRST M
Occupation No. Years Employed
Birthdate Work Phone

EMERGENCY INFORMATION

Phone

Emergency Contact

Address

(NEAREST RELATIVE NOT LIVING WITH YOU)

Signature (Parent’s signature if minor)

STREET CITY STATE ZIP




