
PATIENT INFORMATION 

Alice L. Vessel, D.M.D. 685 

Citadel Drive East, #313 

Colorado Springs, CO 80909 

(719) 574-2424

DATE __________ _ 

NAME ___________________________________ _ D Adult D Minor 
Last First MI 

ADDRESS _______________________________________ _ __

City State Zip-Code 

HOME PHONE# _________ _ _ _ ___ CELL PHONE# _ ______________ _ 

DATE OF BIRTH ________________ SOCIAL SECURITY# ____________ __ 

MARITAL STATUS D Single D Married D Separated D Divorced D Widowed 

EMPLOYER _______ _ _ _ _ _ _ _ _ ____ ___ WORK PHONE# __________ _ 

COLLEGE ATTENDING------- - - - - - - - - ---------------------

IF STUDENT IS INSURED, WHEN DOES INSURANCE END? ______________________ _ 

REFERRED BY ____________________________________ _ __ 

RESPONSIBLE PARTY 

NAME _ _____________________________ Relationship to Patient ____ _ 
Last First MI 

ADDRESS ______________________________ ____ _ _ _ _ _ _ _  _

City State Zip-Code 

HOME PHONE# ________________ CELL PHONE# _______________ _ 

DATE OF BIRTH _______________ SOCIAL SECURITY# _____________ _ 

EMPLOYER ________________ _ _ _ __ WORK PHONE# _ _ _ _ _ _ ____ _ 

EMERGENCY CONTACT 

NAME ___________________________________________ _ 

ADDRESS ____ ___ _ _ _ _ ___ ________________________ _ 

HOME PHONE# _________ WORK PHONE# _________ CELL# ________ _ 

PRIMARY INSURANCE 

INSURED NAME --------------------------------------
Last First MI 

DATE OF BIRTH _______________ SOCIAL SECURITY# ______ _ _ _ _ _ _ _  _ 

EMPLOYER ____________ ___ _ _ _ _ _ _ _ __ PHONE# __________ _ 

INSURANCE COMPANY ___________________________________ _ 

GROUP# ___________________ PHONE# _ _____ _ _ _ _ ___ _____ _ 

ADDRESS ______________ _ _ _ _ _ _ _ ___ _ _ _ ______________ _ 

FORM 107650 R/08/02 ITEM 8101 COLWELL SYSTEMS 1.800.637.1140 


	Text21: 
	Text22: 
	Text23: 
	Check Box24: Off
	Check Box25: Off
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Button75: 


