
                  Judith Medina-Rivera, DMD. 

                  General Dentistry/Orthodontics 
                  (512)996- 9080   
 
 
Patient Information 

First Name: ________________________________ Last Name: _______________________________ 

Mailing Address: _____________________________________________________________________ 

City _______________________________   State ______________    Zip Code___________________ 

Date of Birth: ________________________ Age: _______________   Gender: _______ M_________ F 

Phone #:____________________________________________________________________________ 

 

 

Responsible Party  

First Name: ____________________ Last Name: _________________Relationship:________________ 

Occupation: _____________________________ Employer: ___________________________________ 

Business Phone: _________________________   Email: ______________________________________  

 

 

Dental Insurance Information  

Insurance Company:______________________________ Phone #: ______________________________ 

Name of Policyholder ___________________________ Policyholder DOB:_______________________ 

Address of Policyholder  (If different from Patient) 

_____________________________________________________________________________________ 

Subscriber #:___________________________________Group #:________________________________  

Referred by/ or how did you hear about us?:________________________________________________ 

Medical Provider Name:________________________________Phone #:_________________________ 

Dentist Name:________________________________________Phone #:_________________________ 

           

 

            

 Front and Back  


