
 

Dr Geoffry Hallstead 3240 Middle Cheshire Rd Canandaigua, NY 14424  (585)394-5230 

Patient Information 

Name ______________________________________________  Married   Single   Child  /    Male   Female   

Social Security # _______-________-________                      Date of Birth ______/_____/________ 

Address ______________________________________________________________________________ 

City ____________________________   State ________   Zip Code ____________ 

Phone Number  (Home) _______________________________________ 

                               (Cell) _________________________________________ 

Email ______________________________________________________________________ 

Employer ___________________________________________________________________ 

Person Responsible for Account:   Patient    Guardian    Spouse 

Has any member of your family been treated at our office?   Yes     No 

Who may we thank for referring you to our office? __________________________________________ 

Insurance Information 

Primary Insurance:  

Name______________________________________________       Date of Birth _____/_____/________ 

Address___________________________________________________________________________________ 

City_____________________________ State __________Zip Code___________ 

Employer _________________________________________________________________________________ 

Dental Ins Co _____________________________________________________________________________ 

Subscriber ID # ____________________________________ Group # ____________________________ 


