
Heathbrook Dental
Dr. Allen Williams

4909 NW 27th Ct Suite A
Gainesville FL 32606

352-373-3178

Patient Information

Full Name: ___________________________Preferred Name: ___________________________

Date of Birth: ____ / ____ / ______ Age: ______ Sex:  M  F  Other

Home Address: _______________________________________________________________

City: __________________________ State: ______ ZIP: _______________

Home Phone: ______________________ Mobile Phone: ______________________

Email Address: _______________________________________________________________

Preferred Method of Contact: ☐ Phone ☐ Text ☐ Email

Emergency Contact
Name: ________________________________          Referred By:___________________________

Relationship: __________________________     

Phone Number: ________________________

Insurance Information
Primary Insurance Provider: _______________________________________________

Subscriber Name: _______________________________________________

Subscriber DOB: ____ / ____ / ______

Policy / ID Number: _______________________________________________

Group Number: _______________________________________________

Dental History

Reason for Today’s Visit: ____________________________________________________

Date of Last Dental Visit: ____ / ____ / ______

Previous Dentist / Office: _________________________________________________
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