














Patient Registration Form

First Name: Middle Initial: Last Name: Date of Birth: Sex: Family Status:

Social Security#: Driver's License#: Email: HOME ADDRESS: Country:

City: State: Zip Code:

PHONE NUMBERS

Please check preferred contact#: Best time to call: Home Phone#: Work Phone#: Cell Phone#:

Whom should we
contact in an
emergency?

Phone#: Relationship: Whom are we allowed to speack to
about your dental health? (Besides you,
parent, guardian, Insurance):

Whom may we thank for referring you?

PREFERENCES:

RESPONSIBLE PARTY INFORMATION

(If Not The Patient)

Person responsible for the account: Phone#: Relationship to Patient: SSN#: Date of Birth:

Street Address (City, State & Zip Code):

PATIENT INFORMATION

Is the insurance policy holder a patient
at this o�ce?

Yes

No

If Yes, what is the policy holder's
relationship to the patient?

Policyholder's full name: Date of Birth: SSN#:

Phone#: Address (City, State & Zip Code):

Policyholder's Employment Information (If different then above)

Employer's Name: Phone#: Address (City, State & Zip
Code):

Insurance company information

Insurance company
Name:

Phone#: Address (City, State & Zip
Code):

Insurance Plan Name: Insurance ID #:

Group ID#: Union or Local Name:

SECONDARY INSURANCE

(If Applicable)

DENTAL INSURANCE

(Please input the policy holder's information)



Is the secondary insurance policy
holder a patient at this o�ce?

Yes

No

If Yes, what is the secondary policy
holder's relationship to the patient?

Secondary
Policyholder's Full
Name:

Date of Birth: SSN#:

Address (City, State & Zip Code):

Secondary Policyholder's Employment Information

Employer's Name: Phone#: Employer's Address:

Secondary Insurance Company Information

Insurance Company
Name:

Phone#: Insurance Company
Address (City, State & Zip
Code):

Insurance Plan Name: Insurance ID #:

Group ID#: Union or Local Name:
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