
Joel M. Laudenbach, DMD | Diplomate, American Board of Oral Medicine 

REASON FOR TODAY’S OFFICE VISIT:_____________________________________ 

__________________________________________________________________________ 

PATIENT INFORMATION 
Date: __________ 

o Mr. o Ms. o Mrs. o Dr.   First Name:____________________ M.I._______ 

Last Name:_______________________________ 

o Male   o Female Birth Date:____/____/_______ Age:_______ 

Social Security #(last 4 digits):________ Are you a Medicare beneficiary? YESo  NOo 

Driver’s License #_____________ State:______ 

Home Address:_____________________________________ 

City:____________ State:____ ZIP:__________ 

Home Phone:___________________ Cell Phone:__________________  

Email:________________________________ 

Employer:_____________________________ Work Phone:_____________________ 

Work Address:_____________________________________ 

City:____________ State:____ ZIP:__________ 

Person to contact in case of emergency:___________________________ Phone:__________ 

Who referred you to our office? _________________________________ 

FINANCIAL 

Who will be responsible for your account? o Self* (*If Self, SKIP to next section) 

o Spouse o Father o Mother o Other:____________________________ 

First Name:_______________ Last Name:__________________ o Male   o Female 

Birth Date:____/____/_____ Driver’s License #_____________ State:______ 

Home Address:________________________City:____________ State:____ ZIP:_________ 

Home Phone:___________________ Cell Phone:__________________ 

Employer:_____________________________ Work Phone:_____________________ 

Work Address:__________________________ City:____________ State:____ ZIP:_______ 


