
Welcome to Dr. Froning’s office. We sincerely appreciate you choosing our office for your dental and oral health care 
needs. Please be assured that we will work hard to continually earn the trust that you have placed in us. In order for us to 
serve you better, please take some time to complete this information form as thoroughly as possible.

____________________________________________
Patient’s (Guardian’s) Signature

__________________________
Date

I m p l a n t s  •  i n v i s a l i g n  •  C o s m e t ic   D e n t i s t r y  •  c e r e c / 3 D

Please tell us about yourself

Employer Name 	______________________________________________________

Employer Address  ____________________________________________________

City ____________________________________ State  ______ Zip  ____________

Business Phone  ________________________

Your Position  _________________________

How long with company  ________________

Employer Information

Spouse Information

Insurance Information

Patient’s Name ________________________________________________________

Address _____________________________________________________________

City ____________________________________ State  ______ Zip  ____________

e-Mail Address _______________________________________________________

Who may we thank for referring you to us for care? ___________________________

If the Patient is a minor, please tell us about the parent or guardian 

Your Name __________________________________________________________

Your Address _________________________________________________________

City ____________________________________ State  ______ Zip  ____________

Home Phone  _________________________

Date of Birth  _____________  Sex     M    F

Social Security #  _______________________

Do you have Dental Insurance?  Yes     No

Relationship to Patient  __________________

Your Home Phone #  ____________________

Your Social Security #  ___________________

Name ______________________________________________________________

Address _____________________________________________________________

Employer  ___________________________________________________________

City ____________________________________ State  ______ Zip  ____________

Social Security #   _______________________

Date of Birth   __________________

Business Phone   _______________________

How long with company   ________________

Insurance Company ____________________________________________________

Address _____________________________________________________________

Phone _______________________________

Name of Insured Person _________________________________________________

Social Security # of Insured   _____________________________________________

Plan Name or Number  __________________

Group No./Effective Date  ________________

Insured Date of Birth  ___________________

303.978.9572
ColoradoDentalArts.com
9102 W Ken Caryl Avenue
Suite 200 in Littleton
Colorado    80128 Thomas R Froning DDS PC
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