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Goodman
ENDODONTICS

Today’s date:

Last name: First name: Middle initial: ___
Address: (No P.O. boxes)
City: State: Zip Code:

Home phone: Work phone: Cell phone:

Email: SSN:

Birthdate: Age: M/F  Marital status:

Employer: Occupation:

If minor, party responsible for account:

Emergency contact name and phone:

Emergency contact relationship to patient:

Name of referring dentist:

Who referred you if other than dentist?

How long have you been a patient?

Primary Dental Insurance Information

Do you have dental insurance coverage?

Policyholder’s legal name:

Relationship to policyholder:

Policyholder’s SSN or ID #:

Name of insurance co:

Claim mailing address:

Policyholder’s date of birth:

Group #:

Phone:

999 Peachtree Street NE Suite 705 Atlanta GA 30309

T 404 885 1441

F 404 885 1410

Goodmanendo.com

SPECIALIST MEMBER



