
Patient Registration 
 

 
Name    __________________________________________  Nickname _________________________ 
Address____________________________________ City, State, Zip ____________________________ 
Home Phone # _______________ Work Phone #________________   Cell Phone # ________________ 
Birth Date _____________   Soc. Sec. # __________________ Drivers Lic # _____________________ 
Sex    Male     Female      Marital Status   Married   Single   Divorced  Separated  Widowed 
E-mail Address ______________________________________ 
 
 
Name of Person Responsible for this account __________________Relationship to Patient _________ 
Address ____________________________________ City, State, Zip ____________________________ 
Home Phone # _______________ Work Phone # _________________   Cell Phone # _______________ 
Birth Date _____________   Soc. Sec. # __________________ Drivers Lic # ______________________ 
Sex    Male     Female      Marital Status   Married   Single   Divorced  Separated  Widowed 
E-mail Address ______________________________________Employer__________________________ 
 

 
 
Whom may we thank for referring you? _________________________________________________ 
Person to contact in case of emergency _________________________Phone # ___________________ 
 

 

 
 

 
Dental Insurance Information 
Name of Insured _________________________________________ Relationship to Patient __________ 
Birth Date _____________   Soc. Sec. # __________________           Date Employed _______________ 
Name of Employer ________________________    Work Phone# __________________Ext __________ 
Employer Address ________________________________ City, State, Zip________________________ 
Insurance Company _________________________Group #_____________ Policy ID#______________ 
Insurance Company Address __________________________City, State, Zip______________________ 
How much is your deductible? ______Max. Annual Benefit _____How much have you used _________ 
 

Secondary Dental Insurance 
Name of Insured _________________________________________ Relationship to Patient __________ 
Birth Date _____________   Soc. Sec. # __________________           Date Employed _______________ 
Name of Employer ________________________    Work Phone# __________________Ext __________ 
Employer Address ________________________________ City, State, Zip________________________ 
Insurance Company _________________________Group #_____________ Policy ID#______________ 
Insurance Company Address __________________________City, State, Zip______________________ 
How much is your deductible? ______Max. Annual Benefit _____How much have you used _________ 
 


