
PATIENT	
  REGISTRATION	
  

Date:	
  __________________	
  

Name:	
  ________________________________________________________________________	
  	
  	
  	
  	
  I	
  prefer	
  to	
  be	
  called:	
  _______________________	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  

Birthday:	
  _______/_______/_______	
  	
  	
  	
  	
  Age:	
  __________	
  	
  	
  	
  	
  Social	
  Security:	
  ________-­‐______-­‐________	
  	
  	
  	
  	
  	
  

Address:	
  _____________________________________________	
  	
  	
  	
  	
  	
  City:	
  ________________________	
  	
  	
  	
  	
  State:	
  	
  __________	
  	
  	
  	
  	
  Zip:	
  _____________	
  	
  	
  	
  	
  	
  

Home	
  Phone:	
  ____________________________	
  	
  	
  	
  	
  Work	
  Phone:	
  _____________________________	
  	
  	
  Cell	
  Phone:	
  ___________________________	
  

E-­‐mail	
  Address:	
  _______________________________________________________	
  	
  	
  	
  	
  Preferred	
  Contact	
  Method:	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Call	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Text	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  E-­‐mail	
  

	
  

	
  

Employer:	
  __________________________________________________	
  	
  	
  	
  	
  How	
  long	
  there?:	
  ___________________	
  	
  	
  	
  	
  Position:	
  ________________	
  

Business	
  Address:	
  	
  ____________________________________	
  	
  	
  	
  City:	
  ________________________	
  	
  	
  	
  	
  Zip:	
  _____________	
  	
  	
  	
  	
  State:	
  	
  ____________	
  

Name	
  of	
  person	
  to	
  notify	
  in	
  case	
  of	
  an	
  emergency:	
  	
  ______________________________________________________________________________	
  

Relationship:	
  	
  _____________________________	
  	
  	
  	
  	
  Home	
  Phone:	
  ____________________________	
  	
  	
  	
  	
  Cell	
  Phone:	
  __________________________	
  

Physician’s	
  Name:	
  ______________________________________________________________	
  	
  	
  	
  	
  Phone	
  Number:	
  	
  ___________________________	
  

Dentist’s	
  Name:	
  ______________________________________________________________________________	
  	
  	
  	
  	
  Last	
  Seen:	
  __________________	
  

Address:	
  ________________________________________________________________________	
  	
  	
  	
  	
  Phone	
  Number:	
  _________________________	
  

Any	
  dental	
  problem	
  we	
  should	
  be	
  aware	
  of?:	
  ___________________________________________________________________________________	
  

Who	
  may	
  we	
  thank	
  for	
  referring	
  you	
  to	
  us:	
  _____________________________________________________________________________________	
  

	
  	
  	
  	
  	
  	
  

	
  

Person	
  Responsible	
  for	
  this	
  account:	
  __________________________________________________________________________________________	
  

	
  

PRIMARY	
  DENTAL	
  INSURANCE	
   	
   	
   	
   	
   SECONDARY	
  DENTAL	
  INSURANCE	
  

	
  

Policy	
  Holder’s	
  Name:	
  	
  ______________________________________	
   Policy	
  Holder’s	
  Name:	
  	
  _____________________________________	
  

Policy	
  Holder’s	
  Birthday:	
  	
  ____________________________________	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Policy	
  Holder’s	
  Birthday:	
  	
  ___________________________________	
  

Relationship	
  to	
  Patient:	
  _____________________________________	
   Relationship	
  to	
  Patient:	
  ____________________________________	
  

Policy	
  Holder’s	
  Employer:	
  	
  ___________________________________	
   Policy	
  Holder’s	
  Employer:	
  	
  __________________________________	
  

Insurance	
  Company:	
  ________________________________________	
   Insurance	
  Company:	
  	
  ______________________________________	
  

Address:	
  	
  _________________________________________________	
   Address:	
  ________________________________________________	
  

Phone	
  Number:	
  ____________________________________________	
   Phone	
  Number:	
  __________________________________________	
  

Group	
  Number:	
  ____________________________________________	
   Group	
  Number:	
  __________________________________________	
  

Subscriber	
  ID/Social	
  Security:	
  _________________________________	
   Subscriber	
  ID/Social	
  Security:	
  _______________________________	
  


