
Cosmetic Dentistry of San Antonio 
Dr. Edward J. Camacho, D.D.S. 

 

PATIENT INFORMATION 

TODAY’S DATE ____________________ 

PATIENT’S NAME  Last                                                                      First                                          Middle Initial _________                        

MAILING ADDRESS  Street                                                             Apt #                   City __________________State______                               
Zip ________________________ 

HOME PHONE ___________________CELL PHONE _________________WORK PHONE________________________ 

SEX:   M   F     BIRTHDATE                                      AGE ________MARITAL STATUS ________________ 

RESPONSIBLE PARTY NAME ________________________________________________________________________ 

EMAIL ____________________________________________________________________________________________ 

SOCIAL SECURITY #                                                                                 BIRTHDATE _____________________________                                       

DRIVER’S LICENSE #                                         RELATION TO PATIENT_______________________________________ 

EMPLOYER                                                                                         OCCUPATION _______________________________                                        

Whom May We Thank for Referring You to our office? ______________________________________________________                                                                                                     

Reason for this Visit  _________________________________________________________________________________ 

Date of Last Dental Visit______________________________________________________________________________ 

Previous Dentist Name & Phone # ______________________________________________________________________ 

Current Physicians Name & Phone #____________________________________________________________________ 

EMERGENCY CONTACT NAME _____________________________ PHONE #_________________________________  

RELATIONSHIP______________________________________ 

 

 

DENTAL INSURANCE INFORMATION  

(Primary Carrier) 

Insured’s Name 
_________________________________________________ 

Insurance Co. _____________________________________  

Insurance Co. Address & Phone Number 
_________________________________________________ 

_________________________________________________ 

Insured’s Employer 
_________________________________________________ 

Insured’s Soc. Sec. # ________________________________ 

Date of Birth __________________Group # ______________ 

 If you have double dental insurance coverage, complete 
this for the second coverage. 

Insured’s Name 
_____________________________________________________ 

Insurance Co. _________________________________________ 

Insurance Co. Address & Phone Number 
_____________________________________________________ 

_____________________________________________________ 

Insured’s Employer 
_____________________________________________________ 

Insured’s Soc. Sec. # ___________________________________ 

Date of Birth __________________Group # _________________ 

   

   

 


