
 

 

 

 

 

 

 

 

 
 

Patient Information:          

First Name: __________________ Last Name: ________________   Preferred Name: __________ 

Address:_________________________________________________________________________ 

City, State, Zip: ___________________________________________________________________ 

Cell Ph: _______________ Home Ph: _______________ Work Ph: _______________ Ext: ______ 

Birth Date: ____________ Social Security #: _______________ Driver’s License #: ____________ 

E-mail Address ___________________________________________________________________ 

Occupation: ________________________________ Referring Dentist Name: _________________ 

Gender:  □ Male □ Female     Marital Status:  □ Married □ Single □ Other 

 

Emergency Contact: 

Name:_________________________________________________________________________ 

Relationship to Patient: ___________________________________________________________ 

Emergency Phone #:  _____________________________________________________________ 

Physician’s Name & Phone #: ______________________________________________________ 

 

Preferred Pharmacy: 

Name/Location (intersection): ____________________________________ Phone: ____________ 

 

Responsible Party: (if different than patient) 

Relationship to Patient:  □ Spouse      □ Parent      □ Other ______________ 

First Name: ____________________________ Last Name: ________________________________ 

Address (if different from above):_____________________________________________________ 

City, State, Zip: ___________________________________________________________________ 

Cell Phone: ___________________________ Home Phone: _______________________________ 

 

Dental Insurance Information: 

Insurance Company Name: __________________________ Ins. Phone Number: ______________ 

Ins Company Address: _____________________________________________________________ 

Employer: _______________________________________ Group #: ________________________ 

Policy Holder Name: _______________________________ Policy Holder DOB: ______________ 

Policy Holder SSN or Member ID: ___________________________________________________ 

 

Board-Certified Periodontal Plastic Surgery And Surgical Implantology 

DAVID H. YU, DDS, MS 

NICOLE S. LITIZZETTE, DDS, MS 

JOELLE F. McREE, DDS, MS 
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3423 BEE CAVE ROAD             SUITE C-101             AUSTIN, TX  78746                                  512 > 306 8822 


