
       ALAN E. ZWEIG, DMD 
•   Prosthodontics 
• General & Cosmetic Dentistry 
• Implant Reconstruction 
 

 
 

PATIENT INFORMATION 
 
GENERAL INFORMATION (Please Print Clearly) 
 
 
NAME 

 
 

   
Dr.,Mr., Mrs., Miss, Ms. 

 Last Name First Middle  
 
HOW WOULD YOU LIKE TO BE ADDRESSED BY OUR STAFF? 

 
 
RESIDENCE 

 
 

   

 Number and Street City State Zip 
 
RES. PHONE 

  
BUS. PHONE 

  
CELL PHONE 

 
 
DATE OF BIRTH 

  
SOCIAL SEC #: 

  
DRIVER’S LIC# 

 
 
E-MAIL ADDRESS 

 

 
 
WHAT IS THE BEST WAY TO REACH YOU? 

 
 
IF THAT DOESN’T WORK, WHAT IS THE NEXT BEST WAY? 

 
 
OCCUPATION 

 
 

 
EMPLOYED BY 

 

 
BUS. ADDRESS 

 
 

   

 Number and Street City State Zip 
 
DENTAL INSURANCE CARRIER 

  
ID # 

  
Group# 

 

 
ARE YOU THE INSURED? 

 
YES 

 
NO 

 
IF NOT, WHO IS THE POLICY HOLDER? 

 

 
 
SPOUSE’S NAME 

  
OCCUPATION 

  
EMPLOYED BY 

 

 
SPOUSE’S BUS. ADDRESS 

 
 

 
BUS. PHONE 

 

 
PERSON FINANCIALLY RESPONSIBLE 

 
 

 
RELATIONSHIP 

 

 
ADDRESS 

 
 

    
RES. PHONE 

 

 Number and Street City State Zip    
 
 
WHO CAN WE THANK FOR YOUR REFERRAL? 

 

 
IN CASE OF EMERGENCY, CONTACT 

 

 
ADDRESS 

  
PHONE 

 

 
PHARMACY NAME   

  
PHONE 

 

 
ADDRESS 

 

 


