
ST. ANTHONY PARK DENTAL CARE
PAUL F. KIRKEGAARD, DDS

Date_ ______________________ 	 Home Phone________________________ 	 Birth Date___________________

Patient Name_____________________________________________________________________________________________
	 Last	 First	 MI

Preferred Name__________________________________________________________________ Sex -- M________F________

Address__________________________________________________________________________________________________
	 Street	 City	 State	 Zip

How do you prefer to be contacted?     Email      Text Message (Cell #)      Phone    

Email Address_ ___________________________________________________________________________________________       

Phone: (________)_______________________	  (________)________________________	 (________)______________________
	 Home	 Work	 Cell

Patient employed by________________________________________________ Occupation_____________________________

Whom may we thank for referring you?_______________________________________________________________________

Person responsible for account______________________________________________________________________________

Responsible person’s address________________________________________________________________________________

Emergency Contact Name___________________________________________ Number________________________________

PRIMARY DENTAL INSURANCE

Policy Holder Name_____________________________SS# or Alternate ID______________________ D.O.B.______________

Employer’s Name__________________________________________________________________________________________

Insurance Company_ _______________________________________________ Group#_ _______________________________

Claims’ Address_________________________________________ City______________________ State____________________

Zip______________________________ Insurance Co. Phone #______________________________

Relationship to employee (Please circle one)   Self   Spouse   Child   Other

SECONDARY DENTAL INSURANCE

Policy Holder Name_____________________________SS# or Alternate ID______________________ D.O.B.______________

Employer’s Name__________________________________________________________________________________________

Insurance Company_ _______________________________________________ Group#_ _______________________________

Claims’ Address_________________________________________ City______________________ State____________________

Zip______________________________ Insurance Co. Phone #______________________________

Relationship to employee (Please circle one)   Self   Spouse   Child   Other


