Joseph A. DeLapa, DDS

363 Smith Ridge Road

South Salem, NY 10590

(914) 533-6166       




Patient No.___________

     RESPONSIBLE PARTY INFORMATION SHEET

Please print your full name as you wish it to appear on the account.

Last______________________________First___________________Middle__________

Social Security No._______-______-_________     Date of Birth____________________

Spouse’s Name: Last _________________ First ___________________Middle__________

Social Security No._______-______-_________     Date of Birth____________________

Current Address: Street__________________________City________________________

State______Zip_________ Years at Address_______

Previous Address: Street__________________________City_______________________

State______Zip_________ Years at Address_______

Own Home____     Rent____     Own Condo/Co-Op____     Other____

Home Phone No. ( ____) ____-_______    Permanent U.S. Resident?  Yes___ No___

Business Name or Employer at Current Job______________________________________

Business Address:Street____________________________City______________________

                            State____________Zip______________

Position_________________ Years at Job_______ Bus. Phone No.  (_____) ____-______

Retired__________                          Self Employed___________

I will be responsible for the accounts of the following family members: (Please list names and ages): _____________________________________________________________________

I/We hereby certify that the above information is true and correct to the best of my/our knowledge.

Signature__________________________________    Date___________________________

