
Patient Information Form
Date

Dr. Neumann, Dr. Dabbert and Dr. Hough

Last Name

Phone

Address

SSN

Referred by

Place of Employment

Name of Spouse

Emergency Contact

Person responsible for payment of account

Employer Dental Insurance Information

Company Name

Policy Holder Name

Policy Holder’s Social Security Number

Place of Employment

Note: Payment is due at the time of service unless other arrangements are made. Payments by your  
insurance requires payment of deductible and co-pays at the time of service. Thank you.

Group Number

Date of Birth

Member ID#

Phone

Phone

Date of Birth Sex Marital Status

City State Zip

Email

First Name M.I. Title

Call Email TextCommunication:

12225 W. Giles Road, La Vista, NE 68128 		  (402) 339-6078 healthysmilesNE@gmail.com
105 W. Eldora Ave, Weeping Water, NE 68463 (402)267-2325
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