
PATIENT UPDATE FORM 

 
PATIENT’S NAME:  __________________________________     DATE OF BIRTH: ________________ 
 

 

Has your address changed since 

your last visit? 

 No  Yes.  New Address: 

            ____________________________________________ 

            ____________________________________________ 

            ____________________________________________ 

 

Has your home, work, or cell 

phone number changed since 

your last visit?  

 

 

 No  Yes.  New phone number: 

            Home: _________________________ 

            Work: _________________________ 

            Cell: _________________________ 

Do you have a new e-mail 

address? 

 No  Yes.  New e-mail address: 

            _______________________________ 

 

Do you have a new emergency 

contact person and/or phone 

number? 

 No  Yes.  New emergency contact name and/or phone number: 

            Contact name: _________________________   

            Phone number: ____________________ 

             

Are there any changes to your 

medical conditions since your 

last visit? 

 No  Yes.  Please explain: 

            ____________________________________________ 

            ____________________________________________ 

            ____________________________________________ 

 

Are you currently taking any 

medications? 

 No  Yes.  Please list: 

            ____________________________________________ 

            ____________________________________________ 

            ____________________________________________ 

 

Have there been any changes or 

updates to your Dental Insurance 

since your last visit? 

 No  Yes.  Please note change in coverage or provider: 

            ____________________________________________ 

            ____________________________________________ 

            ____________________________________________ 

   Please provide the Receptionist with new card. 

Are there any other changes of 

status or information you feel we 

should know? 

 No  Yes.  Please explain: 

            ____________________________________________ 

            ____________________________________________ 

            ____________________________________________ 

 

Preferred method of contact? 

(check all that apply) 

 Home phone     Cell phone     Work phone    

 E-mail     Text message 
 
 

 

________________________________________            _____________________________          ____________ 

Patient/Guardian, Relationship to Patient           Signature                Date 


