
 
PATIENT REGISTRATION 

Please complete the following confidential information 
 

PATIENT INFORMATION 

 
NAME__________________________________________________________________________________________ 
                      (First)     (Middle)    (Last) 
 
SOCIAL SECURITY # __________________________________  DATE OF BIRTH __________________________     

HOME ADDRESS 

STREET__________________________________________________________________________________________ 

CITY ___________________________________    STATE _____________    ZIP ________________     

HOME PHONE ___________________________ CELL PHONE_____________________________________________ 

EMAIL ___________________________________________________________________________________________ 

Responsible Party (if someone other than the patient) 

NAME__________________________________________________________________________________________ 
                      (First)     (Middle)    (Last) 
 
SOCIAL SECURITY # __________________________________  DATE OF BIRTH __________________________     

HOME ADDRESS 

STREET__________________________________________________________________________________________ 

CITY ___________________________________    STATE _____________    ZIP ________________     

HOME PHONE ___________________________ CELL PHONE_____________________________________________ 

EMAIL ___________________________________________________________________________________________ 

I WOULD LIKE TO RECEIVE CORRESPONDENCES VIA EMAIL:  YES____ NO____ 

EMPLOYER: ___________________________________________________________ 

WORK PHONE __________________________________ EXT___________________ 

MARITAL STATUS: Married____ Single____ Other_____________ 

RELATIONSHIP TO INSURANCE SUBSCRIBER (The person in your family who your insurance is through): 

Self ___ Spouse___ Child___ Other___ 

 
PRIMARY DENTAL INSURANCE INFORMATION: 

NAME OF INSURANCE COMPANY: ___________________________________________________________________    

GROUP/POLICY # _________________________________________________________________________________ 

  

WHO MAY WE THANK FOR REFERRING YOU TO US? 

_________________________________________________________________________________________________ 


