
  SStteevveenn  HH..  DDaavviiss,,  DD..DD..SS..,,  PP..AA..  
  Oral and Maxillofacial Surgery                               Dental Implant Surgery   

 
 
Date:         Chart number:      
 
Patient:               
  Last     First     Middle   

Mailing Address:              
    Street    City   State  ZIP County 
 

Residence:               
    Street    City   State  ZIP County 

Home phone:                    Work phone:                           Other phone:                  
 
Birth date:              Sex:  M          F              Age:                    SSN:                                 
 

 
Employer:       Occupation:                                         
 
Driver’s license #                                                              
 
Please be aware that we will use the telephone numbers you provide when we need to contact you.  If we 
are unable to reach you, we will leave messages asking you to call our office. 
                    
Marital status:_________  Spouse’s Name:_______________________________________________________ 
                          Last     First         Middle 

Spouse’s Birth Date: ____________________________ Spouse’s SS#:       
 
Spouse’s Employer:                                                          Spouse’s Work phone:       
 
If you are a student living away from home, please indicate your school’s name and address on the next line: 
School:                                                                                                                             
 Name   Street    City   State  ZIP County 
 

Whom may we thank for referring you to our office?          
 
Have you or any of your family members ever been treated by Dr. Steven H. Davis?      
 

PERSON TO TAKE FINANCIAL RESPONSIBILITY – GUARANTOR INFORMATION 
MUST BE PRESENT TO TAKE RESPONSIBILITY AS GUARANTOR 

Name:                
  Last    First    Middle 

Mailing address:              
   Street   City   State   ZIP County 
 

Residence:               
  Street   City   State   ZIP County
 

Home phone:                     Work phone:                            Other phone:                  
 
SSN:      Birth date:    Relationship to patient:     
 
Marital status:        Driver’s license #:       
 
Employer:        Occupation:          
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