
        Matthew Wetzel, DDS 
 
 
 
 
Patient Information 
 
Name___________________________ D.O.B._____________S.S.#_______________ 
Address________________________________________________________________ 
City/State______________________ Zip Code___________________________ 
Home Phone__________________Cell_________________Work_________________ 
Email__________________________________________________________________ 
Present Dentist_______________________________For how long_________________ 
 
Primary Dental Insurance 
  
Policyholder’s Name______________________ Employer________________________ 
Insurance company________________________________________________________  
Insurance Address_________________________________________________________ 
Policy Number________________________ Group Number_______________________ 
Policyholder’s D.O.B ______________________ S.S.#___________________________ 
Relationship to Policyholder (If applicable) ____________________________________  
 
Secondary Dental Insurance (If applicable) 
 
Policyholder’s Name______________________ Employer________________________ 
Insurance company________________________________________________________ 
Insurance Address_________________________________________________________ 
Policy Number________________________ Group Number_______________________ 
Policyholder’s D.O.B ______________________ S.S.#___________________________ 
Relationship to Policyholder ________________________________________________  
 
Emergency Information 
 
Name  ___________________________________  Relationship ___________________ 
Address __________________________________ Telephone _____________________ 
 
 
 
 
Signature _________________________________    Date __________________ 
 


