
FREDERICK W. DENIKE, D.M.D. 
24 Emerson Plaza West 

Emerson, NJ 07630 

201-559-0001 
  

 

DL # ____________________________  

 Date________________________      SSN _____________________________  

Patient Information (Confidential)  
  

Name ____________________________________________________Preferred Name _______________M/F ___   

Birth date ____________ Home Phone ______________ Work Phone ______________Cell Phone ___________  

Address _____________________________Apt# _______City/State/Zip _________________________________  

Married ________Single ________ Child _________ Other ________ is Patient a Student?  Yes ____No _____  

E-Mail _________________________________  

Patient’s or Parent’s Employer __________________________________________________________________  

Employer’s Address ___________________________________________________________________________  

Whom May We Thank for Referring You? __________________________________________________________  

Person to Contact in Case of Emergency ____________________________ Phone _______________________  

Responsible Party (If different from patient)                       Relationship  

Name of Person Responsible for this Account __________________________ to Patient __________________  

Address ___________________________ Apt# _______ City/State/Zip __________________________________  

Birth date __________________ Social Security Number __________________ Home Phone _______________  

Employer _______________________________ Work Phone _______________ Cell Phone _________________  

Is this person currently a patient in our office?  Yes ______ No ________  

Insurance Information               Relationship  
Name of Insured __________________________________________ to Patient ___________________________  

Birth date ______________ Social Security Number # ____________ Home Phone _______________________  

Employer ________________________________________________Work Phone _________________________ 

Insurance Company ______________________________________ Group Number ________________________ 

Insurance Co. Address ________________________________________City/State/Zip _____________________ 

ADDITIONAL DENTAL/MEDICAL INSURANCE           Relationship  

Name of Insured ___________________________________________ to Patient __________________________  

Birth date ______________ Social Security Number # ___________ Work Phone _________________________  

Employer _____________________________________ Insurance Company _____________________________  

Group Number ______________  

Insurance Co. Address _______________________________________City/State/Zip ______________________  

  
  
  
  


