
Your Comfort.  
Your Smile.  
Our Priority.

4332 Cleveland Massillon Rd.  I  Norton, OH 44203

330.825.4446 PH  I  330.825.4447 FAX 
RaymondDentalGroup.com

We appreciate your choosing our practice for your dental care. Our goal is to deliver excellent dental 
treatment to improve and maintain your best possible health. We pledge to consistently deliver more service 
and care then you would reasonably expect.

LAST NAME FIRST NAME MI (PREFERRED NAME)

ADDRESS  CITY/STATE ZIP

Sex (M or F) __________ Marital Status: _____________ Birth Date: _________________ 

Phone (Home): ___________________ Phone (Work): ___________________ Cell: ____________________

Email Address: _____________________________________ Social Security#: _________________________

Driver License #: ___________________ How did you hear about our office? __________________________

Employer’s Name: ______________________ Employer’s Address: __________________________________

Spouse’s Name: __________________________________ Spouse’s Employer: _________________________ 

Spouse’s Work#: _____________________________ Spouse’s Cell#: _________________________________ 

Person to Contact in Case of Emergency: __________________________ Phone #: _____________________

Insurance Information 

Subscriber Name: __________________________ SS#: ______________________ Birth Date: _____________

Insurance Company: _______________________ Group#: _________________ Phone #: _________________

Mailing Address: _________________________________________ I.D.#: ______________________________

Employer Name: _________________________________ Employer Phone #: __________________________

Secondary Insurance Information 

Subscriber Name: __________________________ SS#: ______________________ Birth Date: _____________

Insurance Company: _______________________ Group#: _________________ Phone #: _________________

Mailing Address: _________________________________________ I.D.#: ______________________________

Employer Name: _________________________________ Employer Phone #: __________________________

Responsible Party 

Person responsible for the account (if not self): __________________ Relationship: ______________________ 

Address ___________________________________________________________________________________

Phone (Home): ____________________ Phone (Work): ____________________ Cell#: ___________________

PATIENT INFORMATION

ADDRESS  CITY/STATE ZIP


