
 
 
Patient Registration                                                            Date: _____________________ 
  
Mr., Mrs., Ms., Dr. __________________________________________________________________________________ 
                                                 (First)                                 (Middle)                                 (Last) 
Birth Date: _____________________________   Social Security Number:______________________________________ 
 
Have you been a patient here before ? __________                If so, when?______________________________________ 
 
Home Address: ____________________________________________________________________________________ 
 
City:_______________________________     State:________________________    Zip Code:_____________________ 
 
Home Phone: ________________________ Cell Phone: ___________________ Work Phone:_____________________ 
 
Email Address:____________________________________    Drivers License Number: __________________________ 
 
Employer: _____________________________________________   Occupation:________________________________ 
 
If the patient is a minor, please give parent’s or legal guardian’s name:_________________________________________ 
 
Is the patient a student?    Yes_____  No_____  If so, where?________________________________________________ 
 
Parent/Guardian’s Address (if different from above) : ______________________________________________________ 
                                                                                                                                                                       
Parent/Guardian’s Phone:    Home: ________________   Work: ___________________   Cell: _____________________ 
 
General Dentist: ___________________________________           Physician:_________________________________     
 
Responsible Party Information (if different from above) 
 
Name: ________________________________________      Address:_________________________________________ 
 
Home Phone: ____________Work Phone:________________________   Cell Phone:____________________________ 
 
Social Security Number: __________________________       Birth Date: ______________________________________ 
 
Relationship to Patient: ___________________________       Employer: ______________________________________ 
 
Occupation: __________________________       Drivers License Number: _____________________________________ 
 
Dental Insurance Programs 
 
Is this insurance through:      Your Employer __________   Your Spouse___________  Your Parent__________________ 
 
Insurance Company Name :__________________________________________________________________________ 
 
Employer: _______________________________    Employee Name: ________________________________________ 
 
Birth Date: _______________________________   Social Security Number: ___________________________________ 
 
Secondary Insurance if  applicable 
 
Insurance Company :________________________________________________________________________________                                                            
 
Employer: _______________________________    Employee Name: _________________________________________ 
 
Birth Date: _______________________________    Social Security Number: ___________________________________ 
 

 
*PLEASE COMPLETE THE REVERSE SIDE* 


