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HEALTH PARTNERS-DENTAL ACCESS INC. 
hpdac@healthpartnersdental.com; www.healthpartnersdental.com

 
 

DENTIST INFORMATION SHEET 
 
NAME:________________________________________________________________ 
               (FAMILY)                                                    (FIRST)                                                                              (MI) 
 
ADDRESS: 
RESIDENCE___________________________________________________________ 
 
CLINIC:_______________________________________________________________ 
 
BIRTHDAY:______________________________ PHONE MOBILE and LANDLINE  

Home__________________ 
Clinic__________________ 

EDUCATION:      email : _________________ 
 
DENTAL SCHOOL:___________________________________  
YEAR GRADUATED:______________ 
 
SPECIALIZATION/TRAININGS: 
  FIELD     DATE 
_________________________________  ________________________ 
 
_________________________________  ________________________ 
 
SPECIALTY BOARD CERTIFICATION: 
___________________________________________________________________ 
 
CLINIC SCHEDULE: 
___________________________________________________________________ 
 
LICENSE NO:_______________              UPDATED AS OF:_______________           
                         
             
                               __________________________________,D.M.D. 
                                                  (Signature Over Printed Name) 
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