
JEFF BERLIN, D.D.S., M.S.
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Patient Information 

First Name: ______________________Last Name: ________________________ Middle Initial: ____ 

Patient’s Birth date: ___________ Age: ______ Sex:   O Male   O Female 

Address: ________________________________ City____________________ Zip Code___________    

Home Phone: _________________ Work Phone: _______________ Cell Phone: ________________ 

Employer: ________________________________ Email: __________________________________ 

Driver License# ___________________   Social Security# ___________________________________ 

Responsible person or parent if a minor: ________________________________________________ 

Emergency contact:________________________________________ Phone: __________________ 

 

 

 

Please tell us who referred you to our office so that we may thank them 

Dentist: ____________________________________ Physician: ______________________________ 

Other: _________________________________________________________________ 

 

 

 

 

 

 

 

Insurance Information 

Name of Insured: __________________________    Insured Social Security # __________________ 

Relationship to Insured: _____________________   Insured Birth Date: _______________________ 

Insured Employer’s Name: ______________________________   Group ID # __________________ 

Insurance Company: ________________________________________________________________ 

Any secondary insurance coverage?  __________________________________________________  

Our goal is to exceed your expectations.  Please let us know how we are doing. 


