
7 0 2 D E N T I S T 
GLEN A. GALLIMORE, D.S.S. LLC.

3455 CLIFF SHADOWS PARKWAY, SUITE 130 

LAS VEGAS, NEVADA 89129 

Office (702) 839-0500 

PATIENT INFORMATION
Last________________________ First_____________________ MI_____ Nickname__________________ 
Address _______________________________________ City_____________________________________ 
State________ Zip Code____________ DOB_________________ SSN_____________________________
Gender: M     F   Marital Status: Single     Married     Divorced         Widowed
CONTACT INFORMATION
Home______________ Work______________ Cell_________________ Email_______________________ 
Emergency Contact____________________________ Emergency Contact Cell_______________________

No Cell Only Email Only Initial________May we use your cell and email provided to text and/or email you? Yes 

PRIMARY INSURANCE
Primary Insured
Last________________________ First_____________________ MI_____ DOB______________________ 
SSN_____________________________ Address____________________________ City________________ 
State________ Zip Code____________  Cell_________________ Employer__________________________ 
Occupation_______________________ Name of Insurance__________________________ Cell__________ 
Group #_________________________________Subscriber ID_____________________________________ 
Names of Dependants Covered_______________________________________________________________

Primary Insured
Last________________________ First_____________________ MI_____ DOB______________________ 
SSN_____________________________ Address____________________________ City________________ 
State________ Zip Code____________  Cell_________________ Employer__________________________ 
Occupation_______________________ Name of Insurance__________________________ Cell__________ 
Group #_________________________________Subscriber ID_____________________________________ 
Names of Dependants Covered_______________________________________________________________
REFERALL INFORMATION
Whom may we thank for referring you to 702 DENTIST? 

SECONDARY INSURANCE

Professional Referral Friend Online Search Social Media Online Reviews

Other____________________________

®

Date____________________
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