
DENTAL DESIGNS OF NEW ENGLAND 
 
Personal Information 
 
Last Name: ______________________________________ 
 
First Name: _______________________________________ Middle Initial: _____ 
 
Date of Birth: _____________________________ (Month, Day, Year) 
 
Social Security: ___________________________ 
 
Home Address: _______________________________________________________ 
   Street     City   State  Zip Code 
 
Employer: ____________________________________________________ 
  Company    City  State 
 
Home Phone:________________________ Work Phone: ________________ 
 
Cell Phone: ________________________Email:________________________________ 
 
Whom May we thank for referring you to our office? / How did you hear about our 
office?   __________________________________________ 
  
 
Dental Information 
 
Date of Last Dental Visit_________________________ 
 
Reason for this Visit: ____________________________ 
 
Have you ever had complications or a poor experience in a dental office?   Yes No 
 If yes, please explain _______________________________ 
 
Do you have any questions or concerns to bring to Dr. Shetty’s Attention?  Yes No 
 If yes, please explain _________________________________ 
 
As a courtesy, would you like us to confirm your future appointments? Yes No 
 If yes, how?  Home  Work  Cell   Text Email 
 
Is there anything we can do to make your experience with us more comfortable? 
 
 
 
 



DENTAL DESIGNS OF NEW ENGLAND 
 
Insurance Benefits Information 
 
Primary Insurance: 
 
Subscribers Name ________________________________________________________ 
   Last      First    Middle 
 
Subscribers Date of Birth: ____________________________________ 
 
Subscribers Employer: _____________________________________________________ 
    Company   City   State 
 
Insurance Company___________________________________________________ 
 
Insurance Company Address: __________________________________________ 
 
Subscriber ID #______________________________ Group # ________________ 
 
Patient’s Relationship to Subscriber:  Self  Spouse  Child  Other 
 
 
Secondary Insurance 
 
Subscribers Name ________________________________________________________ 
   Last      First    Middle 
 
Subscribers Date of Birth: ____________________________________ 
 
Subscribers Employer: _____________________________________________________ 
    Company   City   State 
 
Insurance Company___________________________________________________ 
 
Insurance Company Address: __________________________________________ 
 
Subscriber ID #______________________________ Group # ________________ 
 
Patient’s Relationship to Subscriber:   Self  Spouse  Child  Other 
 
We are happy to file your insurance claims on your behalf. 
Your estimated balance after insurance benefits will be collected at the time of service 
Our relationship is with you, the patient, and not with your insurance company. Any 
questions You may have regarding the specifics of your plan should be directed to your 
insurance company or your employer’s HR department. 


