Patient Information

Jason Tanguay, DDS * Lindsey Hollern, DDS m I n T. *

dental studio

Patient Information

First Name Middle Initial Last Name

Preferred Name Gender/Pronouns

Sex: Male[ | Female[ | Intersex![| Date of Birth

Social Security Number Email Address

Home Phone Address (street or PO Box, City, State, Zip Code)
Work Phone

Mobile

Responsible Party Information  diferent than patient)

First Name Middle Initial Last Name

Preferred Name Gender

Family Status Date of Birth

Home Phone Email Address

Work Phone Address (street or PO Box, City, State, Zip Code)
Mobile

406-586-5880 (ph)  406-586-5881 (fax) 105 E Oak Street, Suite 2a. Bozeman MT 59715 www.refreshingdentistry.com



Preferred Method of Contact

It is ok to send you appointment information via the following: Email [ | Phone || Mailing Address ||

May the office leave a detailed message regarding treatment, scheduling, or finances? (check all that apply)
Home Phone || Cell Phone || Email || Any Listed Number | No ||

Who may we discuss your treatment, scheduling and finances with? (ie Spouse, Partner, Friend)

Full Name Relationship To You Any Restrictions
Full Name Relationship To You Any Restrictions
Full Name Relationship To You Any Restrictions
Full Name Relationship To You Any Restrictions

Whom may we thank for referring you to our practice?

Emergency Contact Information First and Last Name Phone
Patient Employment Information
Employer Name Employer Phone

Employer Address (Street or PO Box, City, State, Zip Code)

406-586-5880 (ph)  406-586-5881 (fax) 105 E Oak Street, Suite 2a. Bozeman MT 59715 www.refreshingdentistry.com
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