
PaƟent InformaƟon 

 

PaƟent FULL Legal Name:  

_____________________________________________________________________________________ 
                                                         Full First Name                                                                                          Last Name 

          I prefer to be addressed as:                                    GENDER                MALE                   FEMALE D.O.B___________ 

___________________________________            

1ST Preferred phone contact #_____________________________________________________________ 

2nd Preferred phone contact #_____________________________________________________________ 

Email________________________________________________________________________________ 

Mailing Address: _______________________________________________________________________ 

City/Zip: ______________________________________________________________________________ 

Employer: _______________________________________________ Work Phone #: ________________ 

Name of Insurance Company ________________________________ Subscribers Name: _____________ 

Subscribers SS#: __________________________________________ D.O.B.: _______________________ 

Spouse/Parent Name: (Circle one) _________________________________________ Spouse/Parent Work #: _______ 

Physician: __________________________________________ Phone #: ___________________ 

Previous DenƟst: ____________________________________ Phone #: ___________________ 

Referred By: ___________________________________________________________________ 

RelaƟve or Friend: ___________________________________ Phone #: ___________________ 
(Not living with you) 

Signature: __________________________________________ Date: ______________________ 

Ekaterina Malinovska DDS 

Cascade Dental Group 

3802 Colby Ave, Floor 4  

EvereƩ, WA 98201 

(425)355-2330 

Please provide 

TWO 

phone contacts 


