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Woodbridge Smiles 
14904 Jefferson Davis Hwy Ste # 304 
Woodbridge , VA 22191 
Phone : 703-910-4805 
Fax : 703-910-7436 

 
Confidential New Patient Information Form 

 
Welcome to Woodbridge Smiles! By filling out this form in the comfort 
of your office or home we can be prepared for you when you first come 
to our office. If you have dental insurance then the information will 
allow us to print out the proper forms that you require for 
reimbursement from your insurance company. Once this form is filled 
out… bring it with you or fax it to us at 703-910-7436. Thanks for your 
time and for choosing Woodbridge Smiles. 
 
Patient Address Information 
 
Name  _________________________ 

Birth date  _________________________ 

Address _________________________ 

SSN #        _________________________ 

Home Phone  ____________________ 

Work Phone ____________________ 

Cell Phone  ____________________ 

Email    ____________________ 

Employer Name ____________________ 

Employer Address ____________________ 
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Responsible Party information – Check here if same as page 1 � 
 
Name of Person responsible __________________________________ 

Relationship__________ Birth Date __________ SSN # ___________ 

Address _______________________________________________ 

Home Phone ___________________ Work Phone ________________ 

Cell Phone  ____________________ 

Insurance Information – will usually be on a card from your employer 
 
Name of Insured #1 _____________________________ Relationship _____________ 

Insurance Carrier ________________________ 

Birth Date ________________   SSN # _________________________ 

Group # - ______________ Employee ID Number _____________ 

Employer Name _____________________________________________ 

Work Address _______________________________________________ 

Do you have additional insurance? Yes � No � If yes, complete the following 
 
Additional Insurance Information 
 
Name of Insured #2 _____________________________  Relationship _____________ 

Insurance Carrier ________________________ 

Birth Date ________________   SSN # _________________________ 

Group # - ______________ Employee ID Number _____________ 

Employer Name _____________________________________________ 

Work Address _______________________________________________ 

Emergency Contact Information 

Name______________________________Phone _________________    Relationship________ 

Name______________________________Phone _________________    Relationship________ 
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Health Information 
Although dental personnel primarily treat the area in and around your mouth, your mouth is a part 
of your entire body. Health problems that you may have, or medications that you may be taking, 

could have an important interrelationship with the dentistry you will receive. 
 
 
 

Date of Last Dental Visit: ______________________ Reason for today’s visit:______________________________ 
 

 

 
 

 
 
Have you ever had any complications following dental treatment?    
  Yes   No If yes, please explain 
__________________________________________________ 
Have you ever been admitted to a hospital or been to emergency care 
in last 2 years?     Yes   No If yes, please explain 
__________________________________________________ 

Are you now under the care of a physician?     Yes   No 
If yes, please explain:_______________________________________ 

Name of Physician_________________________ Phone:__________  

To the best of my knowledge, all of the preceding answers and 
information provided are true and correct.   
 
__________________________________      ___________________ 
   Signature of patient, parent or guardian               Full Name 


