
To Our Practice 

Patient Information 

Date________________________ Home Phone (_____)_______________________________________Cell (_____)_________________________________________ First

Name_______________________________________ Middle_____________________________ Last__________________________________________________ Preferred

Name___________________________________ Birthdate ___________________________ SS#__________________________________________________

Address_______________________________________________________ City____________________________ State _____________Zip_______________________ 

Primary Insurance Company 

Name of Insured__________________________________________________________ Birthdate _________________________Relation __________________________

SS# ______________________________________________ Date Employed________________________________ Work Phone (____) ___________________________

Employer Name & Address ___________________________________________________________________________________________________________________

Insurance Company__________________________________________________________ Member ID _____________________________Group #___________________

Address_________________________________________________________________ City______________________________________ State ________Zip_________ 

Secondary Insurance Company 

Name of Insured___________________________________________________________ Birthdate________________________ Relation __________________________

SS# ______________________________________________ Date Employed_______________________________ Work Phone (____)____________________________

Employer Name & Address____________________________________________________________________________________________________________________

Insurance Company_________________________________________________________ Member ID _____________________________ Group # __________________

Address___________________________________________________________________ City___________________________________ State __________ Zip_______ 

Person Responsible For This Account 

Name__________________________________________________________________ Birthdate ______________________Relation_______________________________

Address_______________________________________________________________________________________ Phone (_____)_________________________________

Driver’s License # _________________________________________ SS# ________________________________________ Bank_________________________________

Employer Address & Phone____________________________________________________________________________________________________________________

Currently a Patient of Ours?____________ E-mail _______________________________________________ Cell # (_____)____________________________________ 

Main Street Family Dentistry, P.C.
Adam Elsner, DDS
712 W. Main Street, Ste. 100
Plainfield, IN 46168 (317) 839-5500 

Thank you for trusting us with your dental care. We promise to do our best to provide you with
the finest dental care available. If you have any questions, please do not hesitate to ask us. 

Check Appropriate Boxes Male Female Minor Single Married Divorced Widowed 

Patient’s Employer ______________________________________________Phone# (_____)___________________________Occupation___________________________

Business Address__________________________________________________ City ______________________________________State __________Zip______________ E-

mail (if patient is a minor, use parent’s)_________________________________________________________________________________________________________

Spouse or Parent’s Name__________________________________________________Employer_____________________________________Phone(____)_____________ If

Student, Name of School or College________________________________________________________ City _______________________________State____________

Emergency Contact Person __________________________________________________________________Phone (_____)______________________________________

Whom May We Thank for Referring You?________________________________________________________________________________________________________ 




