
Timothy H. Mihle, D.D.S.

Patient Information: Date:__________________

Name:
___________________________________________________________________________________
Last First M Date of Birth SS#
Circle:

Married Widowed Single Minor Male Female

Address:_____________________________________________________________________________
Street Apt# City State Zip

Mailing Address:______________________________________________________________________
Street/P.O. Box Apt# City State Zip

Telephone___________________________________________________________________________
Home Work Cell

E-Mail:______________________________________________________________________________
If the patient is under 18 years of age:

Name of Parent bringing child to today’s appointment:

_____________________________________________________SS#____________________________

Mailing Address:_______________________________________________________________________
Street/P.O. Box Apt# City State Zip

Telephone:____________________________________________________________________________
Home Work Cell

Dental Insurance Information:

Primary Insured Member Employer___________________________________________________

Name___________________________SS#______________________Date of Birth_____________

Primary Dental Insurance Co.____________________________________________________________
Name Group# Address Telephone

Secondary Insured Member Employer____________________________________________________

Name__________________________SS#______________________Date of Birth______________

Secondary Dental Insurance Co.___________________________________________________________
Name Group # Address Telephone

PHARMACY NAME & PHONE NUMBER
___________________________________________________ ________________________
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Patient Name: ________________________________________

Date of Birth: _________________________________________

Pharmacy Name: ______________________________________

Phone Number:________________________________________

Address / Zip: _________________________________________
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