
 
F A R I B A  E S B A H ,  D . M . D .  G E N E R A L  D E N T I S T  

D E N T I S T R Y  F O R  A D U L T S  A N D  C H I L D R E N  
Patient Name  DOB    Single 
   Married 

Spouse Name  DOB    Divorced 
   Widowed 

Parent name if child    Separated 
   Male 

Home Address    Female 
 

City  State  Zip Code  Home Telephone  

                                                                                                                                        Cell Phone  
 
Patient Employed by:       Business Telephone  
 
Address  City  State  Zip Code  
 
Spouse Employed by:  Business Telephone  
 
Address  City  State  Zip Code  
 
 
Purpose of this appointment:  
 
In case of emergency, who should be notified  
 
Whom may we thank for referring you?  

 
 
Dental Insurance Company  
 
Policy Holder  Subscriber #  Group #  
 
Secondary Dental Insurance Company  
 
Policy Holder  Subscriber #  Group #  
 
Patient’s Social Security #  Patient’s Driver’s License #  
 
Spouse’s Social Security #  Spouse’s Driver License #  

 
 

 
Person responsible for this account  
 
 
Please note that deductibles, co-payments or balances not paid by insurance 
are the responsibility of the patient or their representative. 
    

Your signature:  Date:  
 


