
CREATIVE DENTAL CONCEPTS OF CNY 
NEW PATIENT INFORMATION FORM 

 
PATIENT: _____________________________________________________________________________ DATE:__________________________ 
                              (First)                         (Middle)                               (Last) 
 
ADDRESS:_________________________________________________CITY:_______________________STATE:_______ZIP:______________ 
 
PREFERRED NAME:___________________________________________DOB:____________________________________________________ 
 
MARITAL:  S - M - D - W                            SEX:  M/F                                SOCIAL SECURITY#:____________________________________ 
 
WHOM MAY WE THANK FOR REFERRING YOU TO OUR PRACTICE?_____________________________________________________ 
 
EMPLOYER/SCHOOL:_______________________________________________________OCCUPATION:_____________________________ 
 
HOME PHONE:____________________________________________ WORK PHONE:______________________________________________ 
 
CELL PHONE:_____________________________________________ EMAIL:_____________________________________________________ 
 

OUR PRACTICE DOES NOT PARTICIPATE WITH YOUR DENTAL PLAN 
 

   PRIMARY DENTAL INSURANCE COVERAGE  
 
 
SUBSCRIBER’S NAME:_______________________________________________________RELATION TO PATIENT:___________________ 
 
SUBSCRIBER’S COMPLETE ADDRESS:__________________________________________________________________________________ 
 
SUBSCRIBER’S EMPLOYER:__________________________________________________SUBSCRIBER’S DOB:______________________ 
 
INSURANCE COMPANY:________________________________________________________________________________________________ 
 
INSURANCE COMPANY’S ADDRESS:____________________________________________________________________________________ 
 
SS #/ID #:_____________________________________________________________________GROUP #:________________________________ 
 

     SECONDARY DENTAL INSURANCE COVERAGE 
 
 

SUBSCRIBER’S NAME:________________________________________________________RELATION TO PATIENT:__________________ 
 
SUBSCRIBER’S COMPLETE ADDRESS:__________________________________________________________________________________ 
 
SUBSCRIBER’S EMPLOYER:___________________________________________________SUBSCRIBER’S DOB:_____________________ 
 
INSURANCE COMPANY:________________________________________________________________________________________________ 
 
INSURANCE COMPANY’S ADDRESS:____________________________________________________________________________________ 
 
SS #/ID #:______________________________________________________________________GROUP #:_______________________________ 
 

                                                        RESPONSIBLE PARTY 
 

NAME AND COMPLETE ADDRESS:______________________________________________________________________________________ 
 
SIGNATURE:________________________________________ HOME/CELL PHONE:________________________DATE:_______________ 
 







     CREATIVE DENTAL CONCEPTS OF CNY 

Gregory Craybas, DDS 

Donald Crumb, DDS 

The Hill Medical Center 
1000 East Genesee Street, Suite 401 

Syracuse, New York 13210 
(315)475‐6641 

(315) 475‐6651 fax 
Email:  care@cerecuse.com 

 
Request for Dental Records 

 
It is requested that the following office: 
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 
 
Please forward requested information for the following patient(s). 
 

Name                                                                                DOB 
 
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 
 

 Written Records 
 Most Recent Bitewing Radiographs 
 All Periapical Radiographs 
 Panorex and /or FMX 

 
(IF YOU ARE DIGITAL ‐ Please email the patient(s) records to our office in a JPG file format) 

 

Parent/Guardian/Patient Signature                             Date 
 
______________________________                          ______________________ 
 
Thank you kindly for your prompt attention. 


