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Dentistry





Dr. Linda Tran, BS, DDS, MBA


Dr. Dan Boboia, DDS


9840 W. YEARLING ROAD



SUITE 1240



PEORIA, AZ  85383



(623) 572-9300 FAX (623) 572-9301

Date: _____________ How did you hear about us? ________________________________________
Please check one:
□  New Patient □ Insurance Change  □ Referral  □ Second Opinion
PATIENT INFORMATION

Last Name: __________________________ 
First Name: _______________________

Date of Birth: _____/_____/_______


Age (years): __________ Circle One:  M    F
Address: _____________________________
City: _________________ Zip: __________
Primary #: (_______) ____________________
Secondary #: (_______)_____________________
Can you receive texts? _______ What school do they go to: ________________________________
Siblings: ___________________________
DOB: _____/______/__________    Circle One:  M   F
   ___________________________
DOB: _____/______/__________    Circle One:  M   F
Reason for Visit: ________________________________________________________________

Patient in Pain? Yes_______ No _______

Swelling? Yes ________ No ________

Pets? If so, what type and what are their names: ____________________________________________
PARENTAL INFORMATION

Mother’s Name: __________________________
Father’s Name: ___________________________
Email: __________________________________
Email: __________________________________
Employer: _______________________________
Employer: _______________________________
Employer Phone: (_____) ___________________
Employer Phone: (_____)___________________
Complete if different from child:

Home Address: ______________________________________City: ____________ Zip: __________
INSURANCE INFORMATION
Primary Insurance




Secondary Insurance
Insurance Company: ______________________
Insurance Company: _______________________

Insurance Phone: (______) _________________
Insurance Phone: (______) __________________

MID: _____________     Group#: ____________
MID: ____________        Group#: ____________

Policy Holder’s Name: _____________________
Policy Holder’s Name: _____________________

DOB: ____/____/______ SS#: _______________
DOB: ____/____/______ SS#: _______________
EMERGENCY INFORMATION

Name: ________________________________ Relationship to Patient: _________________________

Phone: (_______) _______________________
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