PATIENT REGISTRATION

PATIENT INFORMATION

First Name: _____________________________Last Name: _______________________ Middle Initial: _____

Preferred Name: _________________ Marital Status: Married Single Divorced Separated Widowed


Address:__________________________________________________________________________________

City, State, Zipcode:_________________________________________________________________________

Home Phone:_____________  Cell Phone:_______________  Work Phone: ______________ Ext:__________

Birth Date:_______________   Sex: Male____  Female____ Social Security: ___________________________

Driver’s License#:_______________________ Driver’s License State: _____  Is Patient a Minor? __________

Email: ________________________________________ May we send e-mail correspondence? Yes ___No ___

PARENT/RESPONSIBLE PARTY INFORMATION (IF PATIENT IS A CHILD)

First Name: ___________________________ Last Name: _____________________ Middle Initial: __________

Preferred Name: _________________ Marital Status: Married Single Divorced Separated Widowed


Address: ___________________________________________________________________________________

City, State, Zipcode: __________________________________________________________________________

Home Phone: ____________  Cell Phone:_______________  Work Phone: ______________ ext: ____________

Birth Date:_______________   Social Sec:_______________   Driver’s License #:________________ State: ___

Relationship to Patient______________ Driver’s License #:_____________ Driver’s License State ___________

INSURANCE INFORMATION

Primary Insurance Information

Name of Insured:_________________________
Relationship to Patient: Self____ Spouse ____ Child__________

Insured Soc. Sec. _________________________ Insured Birth Date: _____________

Employer:___________________________________________________________________________________

Employer Address: ____________________________________________________________________________

City, State, Zipcode:___________________________________________________________________________

Insurance Company/Address: ___________________________________________________________________

Secondary Insurance Information

Name of Insured:_________________________ Relationship to Patient: Self____ Spouse ____ Child_________

Insured Soc. Sec. _________________________ Insured Birth Date: _____________

Employer:__________________________________________________________________________________

Employer Address: ___________________________________________________________________________
City, State, Zipcode:___________________________________________________________________________

Insurance Company/Address: ___________________________________________________________________

Has the patient used any dental insurance benefits in another dental office for this insurance year? ____________

Has the patient had a dental exam or xrays in another office during this insurance year? _____________________

