
 
 

 

 

Patient Name  __________________________________ 

 

Age ________ 

 

Birth date ______________ 

 

Sex:   M     F 

Home Address  _________________________________  Social Security # ___________________________________ 

City  __________________________________________   Marital status:  Married/Spouse Name: _____________________ 

State ________________     Zip Code _______________                               Single           Divorced           Widowed 

Home Phone ___________________________________ Email ____________________________________________ 

Cell Phone   ____________________________________  

Place of employment ____________________________                                  Employer’s phone  ____________________ 

Person responsible for bills ____________________________________     Relationship  ________________________ 

Address  ________________________________                                                 Phone   _____________________________ 

 

 

Family Dentist  _________________________________ 

 

Family Doctor _____________________________________ 

Orthodontist   __________________________________  

Do you have x-rays?         Dentist Mailed                  Dentist Emailed                  With Patient                  None 

 

Primary DENTAL Insurance:  __________________________________ Ins. Address: ________________________ 

Subscriber Name:  ____________________________________________ SS#:  _______________________________ 

Relationship to Patient:   _______________________________________ Birth Date: __________________________ 

Secondary DENTAL Insurance:  ________________________________ Ins. Address: ________________________ 

Subscriber Name:  ____________________________________________ SS#:  _______________________________ 

Relationship to Patient:   _______________________________________ Birth Date: __________________________ 

Primary MEDICAL Insurance:  _________________________________ Ins. Address: ________________________ 

Subscriber Name:  ____________________________________________ SS#:  _______________________________ 

Relationship to Patient:   _______________________________________ Birth Date: __________________________ 

Secondary MEDICAL Insurance : _______________________________ Ins. Address: ________________________ 

Subscriber Name:  ____________________________________________ SS#:  _______________________________ 

Relationship to Patient:   _______________________________________ Birth Date: __________________________ 

PLEASE PRESENT CARDS TO SECRETARY TO COPY 

 

 I verify the above information is correct to the best of my knowledge 

Signature: _______________________________________________ 

Date: ____________________________________________________ 

PATIENT REGISTRATION FORM 


