
WELCOME 
Alamo Family Dentistry 
Dr. Kannan Komandur 

Dr Archana Naidu 

 
PATIENT INFORMATION     Today’s Date: _____________________________ 

 
Patient Name: ____________________________________________   Patient’s Date of Birth: _____________________ 
 
Patient’s Address: ________________________________________  Patient’s Social Security #: __________________ 
 
_________________________________________________________  Patient’s Phone #: __________________________ 
 
_________________________________________________________  Cell Phone #: ______________________________ 
 
 Patient’s Age: __________________  Sex: ____________________   Marital Status: _____________________________  

 Email ID: _______________________________________________ 
 

 Whom can we thank for referring you?  ______________________________________ 

 

RESPONSIBLE PARTY 
 
Responsible Party: _______________________________________  Date of Birth: ______________________________ 
 
Address: ________________________________________________  Social Security #: __________________________ 
 
_________________________________________________________  Phone#: ___________________________________ 
 
_________________________________________________________  Cell Phone #: ______________________________ 
 
Relationship to Patient: ___________________________________  Work Phone #: ____________________________ 

 

INSURANCE INFORMATION 
 
Name of Insured: ________________________________________  Relationship to Patient: _____________________ 
 
Address: _______________________________________________  Date of Birth: ______________________________ 
 
________________________________________________________  Social Security #: __________________________ 
 
Employer: ______________________________________________  Phone: ____________________________________ 
 
Address: _______________________________________________  Union or Local #: ___________________________ 
 
________________________________________________________  Group #: __________________________________ 
 
Insurance Company: _____________________________________  Phone #: __________________________________ 
 
Address: ________________________________________________  Member #:________________________________ 
 
_________________________________________________________  Family/Single Coverage: ___________________ 

 

ADDITIONAL INSURANCE 

 
Name of Insured: _________________________________________  Relationship to Patient: _____________________ 
 
Employer: _______________________________________________  Social Security #: __________________________ 
 
Insurance Company: _____________________________________  Date of Birth: ______________________________ 
 
Address: ________________________________________________  Phone: ____________________________________ 
 
_________________________________________________________  Group #: ___________________________ _______ 


