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630.898.5575 95 Trade St, Suite 104, Aurora IL 60504 info@progressiveperio.com 
                            www.progressiveperio.com 

PATIENT INFORMATION 

Patient Name: First:_____________________________ Middle Initial:_____ Last:________________________________ 

Patient Preferred Name:__________________ Birthdate:_________________□Male □Female/□Single □Married 

Cell phone: (_________)_________________________ Home phone: (________)_______________________________ 

Address:____________________________________________________________________________________________ 

City:_________________________________________ State:_____________________ Zip:_______________________ 

Email Address:______________________________________________________________________________________ 

Responsible Party:___________________________________________________________________________________ 

Employer:___________________________________________  Occupation:___________________________________ 

Name of Spouse:_____________________________________ Spouse’s Employer:_____________________________ 

Whom may we thank for referring you? Dr.___________________________/Friend____________________________ 
 

EMERGENCY INFORMATION 

In case of emergency, who should we notify?____________________________________________________________ 

Phone: (_________)____________________________ Second Phone: (________)______________________________ 
 

DENTAL INSURANCE (Primary) 

Policy Holder Name: First:__________________________ Middle Initial:_____ Last:______________________________ 

Relationship to Patient:______________________________ Policy Holder Date of Birth:______________________ 

Policy Holder SS/ID#:_________________________________ Group #:______________________________________ 

Policy Holder Employer/Company:_______________________________ Insurance Company:____________________ 

Self-Insured:  □Yes  □No    Status: □Full-Time  □Part-Time   □Retired 

DENTAL INSURANCE (Secondary) 

Policy Holder Name: First:__________________________ Middle Initial:_____ Last:______________________________ 

Relationship to Patient:______________________________ Policy Holder Date of Birth:______________________ 

Policy Holder SS/ID#:_________________________________ Group #:______________________________________ 

Policy Holder Employer/Company:_______________________________ Insurance Company:____________________ 

Self-Insured:  □Yes  □No    Status: □Full-Time  □Part-Time   □Retired 

SIGNATURE 

Signature:__________________________________________________________ Date:___________________________ 

  


