
Gregory Y. Ogata, D.D.S., M.S. 
22603 NE Inglewood Hill Road, Suite 200  

Sammamish, WA 98074 
425.868.6880 

 

Patient Information 
Patient’s Name______________________________________________ __________________Date__________ 
                                                                  Last                                                                                   First                                                                            Nickname                                   

Male / Female  Birthdate________________Age yrs.___mos.___   E-Mail Address__________________________ 

Residence____________________________________________________________________________ 
                                                 Street                                                                          City                                                                     State                                                                                Zip 

Home Phone__________________ Social Security #____________________ 

If patient is a minor, accompanying parent/ guardian name_______________________________________________ 
                                                                                     Last                                       First                                                             Relationship to Patient 
Whom may we thank for referring you to our office?____________________________________________ 

 

Responsible Party Information 
Name______________________________________________________________________________ 
                                                                    Last                                                                                   First                                                                                                                                            Marital Status 

Residence___________________________________________________________________________ 
                                                 Street                                                                          City                                                                     State                                                                                Zip 

Mailing Address______________________________E-Mail Address_________________________________ 

 How long at this address______________Home Phone_______________Work Phone________________ 

Previous address (If less than 3 yrs.) _______________________________________________________ 
                                                                                                                                Street                                                                      City                                                            State                                 Zip 

Social Security #_____________________Birthdate___________Relationship to Patient___________________ 
Employer________________________Occupation______________________No. Years Employed___________ 

Spouse’s Name_________________________________________Relationship to Patient__________________ 
                                                                   Last                                                                                     First                                          

Employer________________________Occupation______________________No. Years Employed___________ 
Social Security #_____________________Birthdate___________Work Phone___________________________ 

 

Orthodontic Insurance Information 
Insured’s Name________________________________________Insured’s Social Security #_______________ 
                                                                   Last                                                                                   First 

Insurance Company___________________________Group No.______________Ins Co. Phone_____________ 

Insurance Company Address___________________________________________________________________ 
                                                                                                                Street                                                                      City                                                            State                                 Zip 

Insured’s Employer______________________________Insured’s Birthdate_____________________________ 
Do you have dual coverage? Y / N? 

Insured’s Name_________________________________________Insured’s Social Security #_______________ 
                                                                   Last                                                                                   First 

Insurance Company____________________________Group No.______________Ins Co. Phone_____________ 

Insurance Company Address___________________________________________________________________ 
                                                                                                                Street                                                                      City                                                            State                                 Zip 

Insured’s Employer_____________________________Insured’s Birthdate______________________________ 

 

Emergency Information 
Name of nearest relative not living with you____________________________________ Phone______________ 

Address_____________________________________________________________________________ 
                                                 Street                                                                          City                                                                     State                                                                                Zip 

To the best of my knowledge all information is correct.  
I understand that were appropriate; credit bureau reports may be obtained. 

 
Signature (Parent’s signature if minor) ________________________________________________________ 


