
PATIENT REGISTRATION

Patient’s Name ________________________________________________       Date _________________________
First                                        Middle                               Last

Patient’s Birth Date: ____________________  Social Security Number ______-______-_________

SINGLE _____   MARRIED ____ SEPARATED ____ WIDOWED ____ DIVORCED ____

Home Address _________________________________________________________________________________
Street city       state      zip

Home Phone _______________________ Work #________________________Cell #________________________

E-mail Address:__________________________________________________________________________________

Patient’s Occupation _____________________________________________________________________________

Patient’s Employer _______________________________________________________________________________

RESPONSIBLE PARTY/INSURANCE SUBSCRIBER INFORMATION

Name _________________________________________________________________________________________
First Middle Last

Birth Date: ___________________________             Social Security Number _____-_____-_____

Best Contact Phone Number:______________________________________Home/Work/Cell

Occupation _____________________________________________________________________________________

Employer ______________________________________________________________________________________

E-mail Address ________________________________________________________________________________
          

In case of emergency, please contact ______________________________ Telephone ____________________

Whom may we thank for recommending you to our office? ________________________________________________

DENTAL INSURANCE

PRIMARY COVERAGE        SECONDARY COVERAGE

Subscriber Name ________________________________        Employee Name _________________________________

Employer _____________________________________        Employer ______________________________________

Insurance Co ___________________________________        Insurance Co ___________________________________

Insurance Co Phone No. __________________________        Insurance Co Phone No. __________________________

Group No. ____________________________________        Group No. _____________________________________

ID No. _______________________________________        ID No. ________________________________________

Coverage:    Family (   )   Individual (   )                          Coverage:    Family (   ) Individual (   ) 

The information I have provided is complete and accurate to the best of my knowledge.  I consent to whatever procedures are 
deemed necessary to diagnose my oral condition.  I agree to be responsible for all services rendered.  

Patient’s Signature _____________________________________________   Today’s Date ________________________________


