
Valley Dental 
 

 
 
 

           Full Legal Name: ________________________________________________  Nickname:________________________ 
                                                   First                              MI                              Last  
 

              Male □  Female □  Date of Birth:___________________________Social Security#: ______________________________ 

                                                                                                                                                                           (required for all patients 18yrs+)  

            Home#:_____________________________ Work#:__________________ Cell#:_______________________________                       

 Address:___________________________________________________________________________________________________ 

                           Email Address: _________________________________________________________ 
 
                         Emergency Contact Name:______________________________________Phone #:___________________  
 

Whom may we thank for referring you? ______________________________________________ 

For Patients Under 18: 

Parent/Guardian Name:________________________________Phone#: ______________Social Security #___________________ 

Address(If different from above):__________________________________________________Date of Birth__________________  

Do you have Dental Insurance?    YES    NO 

 

 

 

 

 

 

 

 

 

 

 

 

         I understand that I am responsible for all costs of dental treatment, regardless of any insurance, and/or financial situations.                    

   Signature of Responsible Party:_____________________________________________ Date________________ 

2540 STATE HWY 30,  MAYFIELD, NY 12117  
 

P: 518.661.6405 F: 518.661.7765 

 

 Dental Insurance Co.___________________________ Group#______________ ID#/SS#______________________                                                                       

 

 Subscriber Name_______________________Subscriber Date of Birth________  Employer______________________ 

 

 Social Security#_________________________________   Date of Birth________________________________ 

 

 Subscriber’s Address _________________________________________________________________________ 

 

 

 

 

 

 

 

                                                     Additional (Secondary) Insurance 

 Dental Insurance Co.____________________________ Group#_____________ ID#/SS#_________________                                                                       

 

 Subscriber Name_______________________Subscriber Date of Birth_________Employer______________________ 

 

 Social Security#________________________________  Date of Birth__________________________________ 

 

 Subscriber’s Address _________________________________________________________________________ 

 

 

 


