
PATIENT REGISTRATION

PATIENT INFORMATION

Salutation: Mr._______ Mrs._______ Ms._______ Miss_______ Dr._______

First Name:______________________________________________ Middle Initial:_______ Last Name:___________________________________

Preferred Name:___________________________________________

Address:_________________________________________________

City:_______________________________________________ State:_____________________________ Zip Code:_________________________

Home Phone:_________________________ Work Phone:________________________ Ext.___________Cell Phone:_______________________ 

Birth Date:_____________________________ Sex: Male_______ Female_______ Marital Status: Married_______ Single______ Widowed______

Soc. Sec #:__________________________ Driver’s License:_________________________E-mail:______________________________________

Preferred Pharmacy:___________________________Address:_______________________________________ Phone:______________________

RESPONSIBLE PARTY INFORMATION

First Name:______________________________________________ Middle Initial:_______ Last Name:___________________________________

Address:_________________________________________________

City:_______________________________________________ State:_____________________________ Zip Code:_________________________

Home Phone:_________________________ Work Phone:________________________ Ext.___________Cell Phone:_______________________ 

Birth Date:_____________________________ Relationship to Patient:_____________________________________________________________

Soc. Sec #:__________________________ Driver’s License:_________________________E-mail:______________________________________

PRIMARY DENTAL INSURANCE INFORMATION

Name of Policy Holder:______________________________________________ Relationship to Patient:___________________________________

Address:________________________________________________________    Phone:_________________________________

City:_______________________________________________ State:______________________________ Zip Code:________________________

Policy Holder’s Soc. Sec. #:__________________________ Policy Holder’s Birth Date:_____________________________

Name of Employer:______________________________________________

Name of Insurance Company:______________________________________________________________

Address:_______________________________________________________

City:_______________________________________________ State:______________________________ Zip Code:________________________

Phone Number:______________________ Group Number:___________________ Policy Holder’s ID Number:_____________________________

SECONDARY DENTAL INSURANCE INFORMATION

Name of Policy Holder:______________________________________________ Relationship to Patient:___________________________________

Address:_______________________________________________________      Phone:_____________________________

City:_______________________________________________ State:______________________________ Zip Code:________________________

Policy Holder’s Soc. Sec. #:__________________________ Policy Holder’s Birth Date:_____________________________

Name of Employer:______________________________________________

Name of Insurance Company:______________________________________________________________

Address:_______________________________________________________

City:_______________________________________________ State:______________________________ Zip Code:________________________

Phone Number:______________________ Group Number:___________________ Policy Holder’s ID Number:_____________________________


