
 

STEPHEN C. DOWELL DDS, INC. 
WELCOME TO OUR PRACTICE! 

 
 (Please Print) 

Today’s date:  Appointment date: 

PATIENT INFORMATION 
Patient’s last name: First: Middle:  Mr. 

 Mrs. 
 Miss 
 Ms. 

Marital status (circle one) 

 Single  /  Mar  /  Div  /  Sep  /  Wid 

Is this your legal name? If not, what is your legal name? (Former name): Birth date: Age: Sex: 

 Yes  No          /          /   M  F 

Street address: Social Security no.: Home phone no.: 

  (          ) 

P.O. box: City: State: ZIP Code: 

Cell Phone: E-mail address:   

Occupation: Employer Name and Address: Employer phone no.: 

  (          ) 

Referred by:                                                                            Reason for coming to our practice: 

 Family  Friend (name)  Close to 
home/work  Yellow Pages  Other  

Other family members seen here:  

INSURANCE INFORMATION (PLEASE GIVE YOUR INSURANCE CARD TO THE RECEPTIONIST) 
Person responsible for bill: Birth date: Address (if different): Home phone no.: 

        /         /  (          ) 

Is this person a patient here?  Yes  No Social Security Number:  

Occupation: Employer: Employer address: Employer phone no.: 

   (          ) 

Is this patient covered by DENTAL 
insurance?  Yes  No Name of insurance company: 

Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Policy no.: 

         /       /     

Patient’s relationship to subscriber:  Self  Spouse  Child  Other  

Name of secondary DENTAL insurance (if 
applicable): Secondary Insurance Company: Group no.: Subscriber’s ID# 

    

Subscriber’s name: Subscriber’s S.S. no.:            Birth date:   

         /       /   

Patient’s relationship to subscriber:  Self  Spouse  Child  Other  

IN CASE OF EMERGENCY 
Name of local friend or relative (not living at same address): Relationship to patient: Home phone no.: Work phone no.: 

  (          ) (          ) 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am 
financially responsible for any balance. I also authorize Stephen C. Dowell DDS, Inc. or insurance company to release any information required to 
process my claims.  I also understand that Dr. Dowell has the right to charge for broken appointments when notice is not given within 2 business days.  
 
 
Signature of Responsible Party :  _____________________________________________     Date:______________________________                                                                                             

 



 

 
 

549 2ND Street N.W.  Carrollton, OH  44615   (330) 627-5005     
817 E. Lincolnway  Minerva, OH 44657  (330) 868-5001 

www.dowelldental.com 

 
Patient PHI Authorization Form 

 
I, _____________________________ ______________ 

(Please print)      Date of Birth 
 
hereby give Dr. Stephen C Dowell, DDS, Inc. permission to discuss my personal medical information with the 
following individual(s): 
 
________________________________  _______________  __________________ 

Name          Date of Birth                Relationship to Patient 
 
________________________________  _______________  __________________ 

Name           Date of Birth               Relationship to Patient 
 
________________________________  _______________  __________________ 

Name          Date of Birth               Relationship to Patient 
 
________________________________  _______________  __________________ 

Name          Date of Birth               Relationship to Patient 
 
I understand that the information that may be discussed includes, but is not limited to: my health history, diagnostic results, 
plan of care and medical financial information unless otherwise restricted here: 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
 
I understand that this authorization will remain in effect until terminated by myself in writing. 
 
______________________________________________  ___________________ 

Patient/Guardian Signature             Signature Date 
 
 
PHI FORM 
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