
Ponce de Leon Family Dentistry 
4 St. Johns Medical Park Drive  

St. Augustine, FL 32086 
Phone: (904) 797-9009 Fax: (904) 797-9057 

 
PATIENT INFORMATION 

 
 
GENERAL INFORMATION 
 
Mr. Ms. Mrs. Miss Dr.: 
______________________________________________________________________ 
First    Middle Initial      Last 

 
If above is a minor, name of parent / guardian: 
____________________________________________________________ 
 
Address: 
______________________________________________________________________ 
City:_______________________________________State:___________ Zip:________ 
 
Phone: H______________________ W1________________ W2__________________ 
 
E-mail:________________________________________________ 
 
DOB:__________________________ SSN:__________________________________  
 
Sex: M F 
 
Full time Student 
Where?_______________________________________________________________ 
 
Employer: _____________________________ Occupation: _____________________ 
Address: 
_____________________________________________________________________ 
City:___________________________________________State:________ Zip:______ 
 
Marital Status:     S     M     D     W     Name of spouse/partner:____________________ 
 

 

DENTAL PLAN INFORMATION 

 

Primary person insured:     None     Self     Spouse     Parent     Other 
 
Policy Holder’s Employer: ________________________________ Phone: __________ 
Address: 
______________________________________________________________________ 
City: ____________________________________________ State: ______ Zip: ______ 
 
Insurance Company: ____________________________________ Phone: _________ 



Address: 
______________________________________________________________________ 
City:_____________________________________________State:_____ Zip:________ 
 
Plan Name: ______________________________ Group #:_______________________  
 
ID/SSN:___________________ 
 

 

EMERGENCY CONTACT 

 

Name:________________________________ Relationship to Patient: _____________ 
Phone: H____________________ W1________________ W2____________________ 
 
 
 
I authorize the release of information required for processing. 
 
 
Signature _____________________________________ Date __________________ 

 


