
Jonathan F. Powell, D.D.S. 
 

PATIENT INFORMATION (CONFIDENTIAL) 
 
Name:  ______________________________________________________ Date:  ____________ 
Address:  __________________________________City:  _____________  State:______ Zip:________ 
Home Phone:  _____________________ Cell Phone:_______________  Work Phone:______________ 
SS#___________________________  Driver license#_________________  Birth date______________ 
 
Email:  __________________________________________ 
 
Employer:  ________________________________________ 
 
Spouse’s name:  ______________________________________ Cell phone #:  __________________ 
Spouse’s employer:____________________________________ Work #:  ______________________ 
Spouse’s address (if different):  __________________________________________________________ 
 
How did you hear about our office?  ______________________________________________________ 
 

INSURANCE INFORMATION 
 
Company:  ___________________________________ Phone #:  ___________________________ 
 
Name of Insured_______________________________ Policy #:  ___________________________ 
 
Birth date______________________________ SS#________________________________ 
 
Relationship:  (circle) spouse parent self guardian 
 

DENTAL INFORMATION 
 
Are you having a specific dental problem?  (explain) 
 
 
When was your last dental visit? ______________________________________________________ 
What treatment did you receive? ______________________________________________________ 
When did you last have x-rays? ______________________ What kind? __________________ 
Name of previous dentist  _______________________________ City/State: __________________ 
 
If you could change something about your smile, what would it be?  _____________________________  
 
____________________________________________________________________________________ 
 
 
SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR ______________________________________ 


