
PATIENT REGISTRATION 

Patient First Name:____________________Last:_____________________Middle Int._______ 

Patient Preferred Name:__________________________DOB:_________________Sex:M__F__ 

Address/City/State/Zip:__________________________________________________________ 

Home Phone:_______________Cell Phone:________________Work Phone________________ 

E-Mail:_______________________________  Employer:_______________________________ 

Contact me by: (check all that apply) Home:_____Cell_____Work_____Text_____E-Mail_____ 

Social Security#:__________________________Drivers License# and State:________________ 

How did you hear about us? ______________________________________________________ 

In an emergency who should be notified? Name & #:__________________________________ 

RESPONSIBLE PARTY’S INFORMATION (if different from above) 

First and Last Name:____________________________________________________________ 

Address/City/State/Zip:__________________________________________________________ 

Home Phone:_________________CellPhone:________________Work Phone:_____________ 

DOB:_________________ Social Security#_________________ Drivers Lic#________________ 

PRIMARY DENTAL INSURANCE 

POLICY HOLDERS Name:_____________________________Relationship to patient:_________ 

Policy Holders Phone#____________________DOB:____________SS#____________________ 

Policy Holders Employer:_____________________________Insurance Co._________________ 

Group#______________________________ID#______________________________________ 

SECONDARY DENTAL INSURANCE 

POLICY HOLDERS Name:_____________________________Relationship to patient:_________ 

Policy Holders Phone#____________________DOB:____________SS#____________________ 

Policy Holders Employer:_____________________________Insurance Co._________________ 

Group#______________________________ID#______________________________________ 

 

SIGNATURE/DATE OF PATIENT/GUARDIAN_______________________________________________ 
PRINT NAME OF PATIENT/GUARDIAN:___________________________________________________ 


