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Patient Registration
Name ____________________________________________________ Birthdate ___________________ Home Phone _______________________


First
       MI
      Last

Address ______________________________________________ City_____________________________ State __________  Zip _______________
E-mail ___________________________________________  Cell Phone _________________________  S.S. # ______________________________
Check Appropriate: _____ Minor    _____ Single    _____ Married    _____Divorced    _____Widowed   _____ Separated

 Employer __________________________________________  Work Phone _________________________________
Business Address __________________________________________ City ___________________________ State __________  Zip ________________
Parent/Guardian’s Name _______________________________  Employer ____________________________  Work Phone ______​_________________
Whom may we thank for referring you? ______________________________________________________________

Person to Contact in Case of Emergency _____________________________________________  Phone ___________________________________
RESPONSIBLE PARTY____________________________________________________________________________________________________________
Name of Person Responsible for this Account _____________________________________  Relationship to Patient _________________________
Address _____________________________________________________________________  Home Phone ________________________________

E-mail __________________________________________________  Cell Phone ___________________ S.S. # ________________________________

Drivers Licence # ___________________________________  Birthdate ____________________  Financial Institution ___________________________

Employer __________________________________________________________  Work Phone ________________________________

Is this person currently a patient in our office?  _____ Yes    _____ No

DENTAL INSURANCE INFORMATION________________________________________________________________________________
Name of Policy Holder _________________________________________  Relationship to Patient _____________________
Married/Single __________
Birthdate ___________________________  SS #/SIN ____________________________  Date Employed _____________________

Name of Employer ___________________________________  Work Phone _____________________________________

Address of Employer ________________________________  City _______________________  State _________  Zip ___________         Primary Insurance
Insurance Company ________________________________  Group # _____________________  Union or Local # _______________

Ins. Company Address ______________________________  City ________________________  State _________  Zip ___________

How much is your deductible? _____________  How much have you used? ____________  Maximum Annual Benefit ____________
DO YOU HAVE ANY ADDITIONAL DENTAL INSURANCE?  _______  Yes  _______ No     IF YES, COMPLETE THE FOLLOWING:

Name of Insured ________________________________________  Relationship to Patient _____________________________

Birthdate __________________________  SS #/SIN ____________________________  Date Employed ______________________

Name of Employer __________________________________  Work Phone _______________________________________

Address of Employer ________________________________  City ______________________ State __________  Zip ____________     Secondary Insurance
Insurance Company ________________________________  Group # ______________________  Union or Local # _______________

Ins. Company Address ______________________________  City _______________________  State __________  Zip ___________

How much is your deductible?  ______________  How much have you used?  ___________  Maximum Annual Benefit ______________

X____________________________________________________

____________________

     SIGNATURE OF PATIENT OR PARENT/ GUARDIAN IF MINOR


DATE

