
MOSES LAKE FAMILY DENTISTRY
Craig R. Harder, D.D.S.

975 E. Nelson Road 
Moses Lake, WA 98837 

(509) 765-4351

PATIENT INFORMATION

Patient’s Name: _____________________________________________________________ Birth Date:_______/________/________

Address: ____________________________________________________City/State/Zip:____________________________________ 

Home Phone: (      ) _______________________ Work Phone: (      ) ___________________ S.S.#: ____________________________ 

Employer/School Name: ________________________________________________________________________________________

Marital Status (circle one): Single Married  Divorced Widowed Child

Whom may we thank for referring you to our office?: _________________________________________________________________ 

Please list any family members that are currently patients at our office: ___________________________________________________

____________________________________________________________________________________________________________

Name, address and phone number of nearest relative not living at your address: ____________________________________________

____________________________________________________________________________________________________________ 

PERSON PRIMARILY RESPONSIBLE FOR THIS ACCOUNT

Name: ____________________________________________________________________ Birth Date:_______/________/________

Address: _______________________________________________________ City/State/Zip: ________________________________ 

Social Security #: _________________________________________________ Relationship to Patient: ________________________

Home Phone: (     ) __________________  

Employer: _________________________ Position There: ___________________________Work Phone: (       )__________________

Spouse’s Name: ______________________S.S.#:: _________________________________ Birth Date:_______/________/________

Employer: ______________________ Position There: _______________________ Work Phone: (       ) ________________________ 

Dental Insurance Company: _____________________________________________________________________________________

Insured’s Name: _________________ Insured’ S.S.#: _______________________Insured’s Birth Date:_______/________/________

Insurance Address: _______________________________ City/State/Zip: _____________________________Group #: ___________ 




