
Adult Patient Information Form 
 

Snowden Professional Center Phone: (410) 992-6600 
8600 Snowden River Parkway, Suite 204 Fax: (410) 992-1616 
Columbia, Maryland  21045 www.LefkoffPeriodontics.com 
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 ______________________________________________________________________________________________________________________________________________________________________________________________________   ________________________________________________________________________________________________________________________________________________________________________________________________________________________  _______________________________________________________________________________________________________________________________________________________________________________________________________   __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

last name first name middle name preferred name 

 ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  _______________________________________________________________________________________________________________________________________________________________________________________________________   _____________________________________________________________________________________________________________________________________________________  ____________________________________________________________________________________________________  

street address  city state zip 

 ______________________________________________________________________________________________________________________________________________________________________________________________________   ________________________________________________________________________________________________________________________________________________________________________________________________________________________  _______________________________________________________________________________________________________________________________________________________________________________________________________   __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

home phone work phone cell phone email 

 ______________________________________________________________________________________________________________________________________________________________________________________________________   ________________________________________________________________________________________________________________________________________________________________________________________________________________________  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  ____________________________________________________________________________________________________ 

social security number birth date (mm/dd/yyyy) marital status  sex 

 ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

occupation  employer 

 ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  _______________________________________________________________________________________________________________________________________________________________________________________________________   _____________________________________________________________________________________________________________________________________________________  ____________________________________________________________________________________________________ 

work address  city state zip 

 ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

referred by  present dentist 

 ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________   __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  

emergency contact   phone 

 ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________   __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

physician   phone 

 ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  _______________________________________________________________________________________________________________________________________________________________________________________________________   _____________________________________________________________________________________________________________________________________________________  ____________________________________________________________________________________________________ 

physician address  city state zip  

 

 ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

insured’s name  insured’s employer 

 ______________________________________________________________________________________________________________________________________________________________________________________________________   ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________   __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

insured’s birth date insured’s social security number or identification number relationship to patient 

 ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  _______________________________________________________________________________________________________________________________________________________________________________________________________   __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

insurance company  phone number group number 

 ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  _______________________________________________________________________________________________________________________________________________________________________________________________________   _____________________________________________________________________________________________________________________________________________________  ____________________________________________________________________________________________________ 

insurance company address  city state zip 

 

 ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

insured’s name  insured’s employer 

 ______________________________________________________________________________________________________________________________________________________________________________________________________   ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________   __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

insured’s birth date insured’s social security number or identification number relationship to patient 

 ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  _______________________________________________________________________________________________________________________________________________________________________________________________________   __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

insurance company  phone number group number 

 ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  _______________________________________________________________________________________________________________________________________________________________________________________________________   _____________________________________________________________________________________________________________________________________________________  ____________________________________________________________________________________________________ 

insurance company address  city state zip 

I authorize Dr. Lefkoff to release any information requested by any third party payer regarding charges incurred by this patient. In 
addition, I authorize the use of the signature on all insurance submissions. 

 ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________   __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Signature   Date 

[   ] Single    [  ] Married   [  ] Widowed   [  ] Divorced    [  ] Separated                 [  ] M       [  ] F 


