
ALEXANDER C.Y. LIN, D.D.S., P.C. 
1515 7th Street, Suite B,  Oregon City, Oregon 97045 

 
  

 
  

 
 

Patient Information 
 
Patient Name: ____________________________________________________  Please call me:  _______________ 

Last    First    MI  
_____Male _____Female  _____Married  _____Divorced  _____Single _____Child _____  Other ___________  

 
Social Security #: _______________________ Birth Date:_________ Driver’s License # (State)____________(       ) 
 
Phone (Home): ________________ (Work): ________________ Ext:______  Best time to call: ____________ 
  
E-Mail:_________________________  Fax: ______________________   Mobil/Cell __________________________ 
 
Address: ______________________________________________________________________________________ 

Street, Apartment # 
  ______________________________________________________________________________________ 

City    State    Zip Code 

Employment Information 
 

Employer Name: _____________________________________ Occupation:  _____________________________ 
 
   Address:  ____________________________________________________________________________________ 

Street, Apartment # 
      ____________________________________________________________________________________ 

City    State    Zip Code 

Referral Information 
 
How did you learn about us:  _____ Friend   _____Relative   _____ My Doctor   _____ Insurance Co.   _____ Website 

        _____ Brochure   _____ Advertisment,     Other (Please specify):___________________
 
Whom may we thank for referring you to our practice?  __________________________________________________

Information on Your Spouse or Other Person Who Is Responsible for Payment (other than yourself) 
 
Name: _________________________________________________________  Date:_______________ 

Last    First    MI  
_____Male _____Female _____Married _____Single _____Child _____ Other ________________ ___________ 
 
Social Security #: _______________________ Birth Date:_________ Driver’s License # (State)____________(       ) 
 
Phone (Home): ________________ (Work): ________________ Ext:______  Best time to call: ____________ 
 
E-Mail:_________________________ Fax: ______________________ Mobil/Cell ____________________________
 
Address: ______________________________________________________________________________________ 

Street, Apartment # 
  ______________________________________________________________________________________ 

City    State    Zip Code 

In Case of Emergency, Please Contact: 
 
Name: _________________________________________________________  Relationship:___________________

Last    First    MI 
 

Phone (Home): ________________    (Work): _________________ Ext:______    Mobil/Cell:____________________
 

 
Name: _________________________________________________________  Relationship:___________________

Last    First    MI 
 

Phone (Home): ________________    (Work): _________________ Ext:______    Mobil/Cell:____________________



ALEXANDER C.Y. LIN, D.D.S., P.C. 
1515 7th Street, Suite B,  Oregon City, Oregon 97045 

Primary Dental Insurance Information 
Name of Insured: _______________________________________________ Is insured a patient? _____Yes ____No 

Last First MI 
 
Insured's Birth Date: _________________ ID #: _____________________ Group #:____________________ 
 
Insured's Address: ______________________________________________________________________________ 

Street       City State    Zip Code 
 
Insured's Employer Name:  _______________________________________________________________________ 

 
Address:  ________________________________________________________________________ 

Street      City State    Zip Code 
 
Patient's relationship to insured: _____Self   _____Spouse   _____Child   _____Other___________________ 
 
Insurance Plan Name and Telephone:  ______________________________________________________________ 

 
Secondary Dental Insurance Information 

Name of Insured: _______________________________________________ Is insured a patient? _____Yes ____No 
Last First MI 

 
Insured's Birth Date: _________________ ID #: _____________________ Group #:____________________ 
 
Insured's Address: ______________________________________________________________________________ 

Street       City State    Zip Code 
 
Insured's Employer Name:  _______________________________________________________________________ 

 
Address:  ________________________________________________________________________ 

Street      City State    Zip Code 
 
Patient's relationship to insured: _____Self   _____Spouse   _____Child   _____Other___________________ 
 
Insurance Plan Name and Telephone:  ______________________________________________________________ 

MEDICAL Insurance Information 
 
Name of Insured: _______________________________________________ Is insured a patient? _____Yes ____No 

Last First MI 
 
Insured's Birth Date: _________________ ID #: _____________________ Group #:____________________ 
 
Insured's Address: ______________________________________________________________________________ 

Street       City State    Zip Code 
 
Insured's Employer Name:  _______________________________________________________________________ 

 
Address:  ________________________________________________________________________ 

Street      City State    Zip Code 
 
Patient's relationship to insured: _____Self   _____Spouse   _____Child   _____Other___________________ 
 
Insurance Plan Name and Telephone:  ______________________________________________________________ 

I understand that the information that I have given today is correct to the best of my knowledge.  I also understand that 
this information will be held in the strictest confidence and it is my responsibility to inform the office of any changes in  
both of my insurance coverage and medical status.  The undersigned hereby authorizes Dr. Lin to order radiographs (x-
rays), study models, photographs, or other diagnostic aids deemed appropriate by Dr. Lin to make a thorough diagnosis
of the patient’s dental needs.  I the undersigned understand that Dr. Lin may use these x-rays, study models, 
photographs, or other diagnostic aids in consultation with other health care providers, teaching institutions, educational 
purposes and professional publications. 
 
____________________________________________________ Date: _____________ Relationship to Patient:  ___________________________ 
Signature of patient, parent or guardian 
 
___________________________________________________ Date: _____________ Relationship to Patient:  ___________________________ 
Signature of guarantor of payment/responsible party 
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