
Welcome to the offi ce of 
Curtis J. Perry, D.D.S.

Please give us some information about yourself
PLEASE PRINT

Patient Name:______________________________________   Mr./Mrs./Ms./Dr.:_______      Date:__________
Street Address:______________________________________________________________
City:____________________________________   State:___________________   Zip Code:______________
Home Phone:__________________    Work Phone:__________________   Cell Phone:__________________
Sex: M__F__    Date of Birth:_____________________    Social Security Number:______-_______-________
Driver’s License Number (ID to verify who you are):_________________   Email:_______________________
Method of Payment:  Credit Card _   Cash _   Insurance _   Finance_
Name of a relative (for emergencies):___________________________________________________________
Address:__________________________________________________________________________________
Phone:_____________________________      
If you are a student: Full / Part time   School’s name & location:______________________________________
Name of Employer:__________________________________ Occupation:_____________________________
Address of Employer:________________________________________________________________________   
Person responsible for account:_________________________________________________
Address:_____________________________________________________________ 
City:___________________________    State:______    Zip:_________   Phone Number:__________________
Whom can we thank for this refferal:____________________________________________________________
DENTAL INSURANCE INFORMATION
PolicyHolder’sName:________________________________      Sex: M__  F__   Relation:________________
Policy Holder’s Social Security Number:___________________________      Birthdate:___________________
Name of Insurance Company:________________________________________________
Address:______________________________________________________    Telephone:__________________
Group Number:__________________       Local:______________    Policy:___________________
If you have a secondary insurance coverage please fi ll this in:
PolicyHolder’sName:_________________________________   Sex: M__  F__    Relation:________________
Policy Holder’s Social Security Number:__________________________________      Birthdate:____________
Name of Insurance Company:_________________________________________________
Address:_______________________________________________________  Telephone:__________________
Group Number:__________________       Local:______________    Policy:___________________
Co-Payment: Due at the time of service.
Appointments: Appointment time reserved for you requires two business days for cancellation or reschedule to 
avoid a minimum charge of $30 per half hour.
Insurance: To avoid misunderstandings regarding dental insurance, we wish our patients to know that payment 
for all professional services rendered are the responsibility of the patient (or guardian). We will prepare neces-
sary forms or reports to help you obtain your benefi ts from your insurance company. 
Billing: There is a $1 fee per billing statement and 1½% per month finance charge on balances past 30 days.

Print patient name:______________________________________
Patient signature (or guardian):_________________________________________     Date:_________________

Curtis  J.  Perry,  D.D. S.
3147 Telegraph Avenue  Oakland,  CA  94609   510.420.1717  Fax 510.655.2434
info@FantasticDentist.com  www.FantasticDentist.com


