
 

Daniel M. Bonine DDS  Patient Information   Today’s Date: __________ 

Patient Name:  _____________________________________________________________________________ 
   Last   First   Middle   Preferred Name 

Social Security Number (SSN):___________________  Marital Status: _______________________ 

Birth Date:  _______________ Gender:  ____________ Employer:  __________________________ 

Address:  _________________________________________________________________________________ 
   Street   City   State   Zip 

Phone:  ___________________________________________________________________________________ 
   Cell (receive text messages)   Home   Work    

Email: ______________________________ 

Whom may we thank for referring you to our office:  ________________________________________________________ 

 

Responsible Parent/Guardian Name:  ___________________________________________________________ 
       Last   First   Middle 

Birth Date:  _______________Gender:  _________ Occupation/Employer:  ____________________________ 

Address:  _________________________________________________________________________________ 
   Street   City   State   Zip 

Phone:  ___________________________________________________________________________________ 
   Home   Work   Cell   Preferred 

 

Consent for Dental Treatment: 
I give consent for dental treatment for the patient named above to the health care providers at West Kalamazoo Dental 
Care.  I understand there are some risks inherent to all dental procedures, including the administration of local anesthetics 
and drugs common to dental practice.  I understand I am free to ask any questions regarding proposed treatment and risks 
involved. 

  Signature of Patient, Parent or Guardian:  ______________________________________________ Date:  ____________ 
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