
Ann Marie Hofbauer, DMD 
2260 SW 2

nd
 Street, McMinnville, OR  97128             phone 503.474.9888     fax 503.474.9889 

 

Patient Information 
 
Name:______________________________________________________________________________Date:__________________ 
                         Last                            First                                    MI                    ( Preferred Name) 

Gender(M/F):______ Marital Status:____________ Birth Date:______________  

E-Mail Address:______________________________________________ 

Address:___________________________________________________________________________________________________ 
                           Street                                                                                                                       Apartment# 
               ________________________________________________________________________________________________________________________________ 
                                    City                                                     State                                                                      Zip Code 

Phone #’s:   Home__________________    Work________________________ Cell____________________     

How would you like us to confirm your upcoming appointments?  Please circle one: 

Email              Home               Cell               Work 

Spouse or Responsible Party Information 
 
Name:______________________________________________________________________________Date:__________________ 
                         Last                            First                                    MI                    ( Preferred Name) 

Gender(M/F):______ Marital Status:____________ Birth Date:______________  

E-Mail Address:______________________________________________ 

Address:___________________________________________________________________________________________________ 
                           Street                                                                                                                       Apartment# 
               ________________________________________________________________________________________________________________________________ 
                                    City                                                     State                                                                      Zip Code 

Phone #’s:   Home__________________    Work________________________  Cell____________________     

Dental Insurance Information 

 
Name of Insured:_______________________________________________________ 
                                                    Last                                       First                                                     MI 

Insured’s Birth Date:_____________________ ID#:_________________________ Group#:______________________ 

Insured’s Employer Name:____________________________________________________________________________ 

            Address:_____________________________________________________________________________________________ 
                                                                    Street                                                            City                                          State                        Zip Code 

      Patient’s relationship to insured:     Self        Spouse     Child      Other 

Insurance Plan Name and Address: ____________________________________________________________________________ 

Secondary 

Name of Insured:_______________________________________________________ 
                                                    Last                                       First                                                     MI 

Insured’s Birth Date:_____________________ ID#:_________________________ Group#:______________________ 

Insured’s Employer Name:____________________________________________________________________________ 

            Address:_____________________________________________________________________________________________ 
                                                                    Street                                                            City                                          State                        Zip Code 

      Patient’s relationship to insured:     Self        Spouse       Child      Other 

Insurance Plan Name and Address: ____________________________________________________________________________ 
                                                        

Additional Information 

 
Referred By:____________________________________ Phone #:__________________________________________ 
Hygienist’s Name:______________________________ 

In case of an emergency, whom shall we contact: 

Name:________________________________________ Phone #:_________________________________________ 

 


