
                               

 
 

 

REGISTRATION 

Date _________________ 

Patient’s name ________________________________________________________________________ 
                                                                                         Last                                                         First                                                                   Middle 
Address ______________________________________________________________________________ 
                                                       Address                                                                                               City                                                            Zip 

Mailing Address (if different) _______________________________________________________________ 
                                                                                     Address                                                                  City                                                           Zip 

Preferred Name ___________________   Birthdate ___________________ SSN ____________________ 
 
Home phone ______________________________ Work phone _________________________________ 
 

Cell/text phone ____________________________ Email ______________________________________ 

Occupation _______________________________   Single___ Married___ Widowed____ Divorced ____ 

Whom can we thank for referring you to the office?___________________________________________ 

RESPONSIBLE PARTY INFORMATION 

Person Responsible for Account ___________________________________________________________ 
                                                                                                             Last                                                       First                                                       Middle 
Mailing Address _______________________________________________________________________ 
                                                                             Address                                                                           City                                                             Zip 

Patient’s Employer _____________________________________________________________________ 
 

Employer Address _____________________________________ Phone ___________________________ 
 

DENTAL INSURANCE INFORMATION 

Primary Insurance Co____________________________________ Group #_________________________ 
 

Name of Subscriber________________________________________ Birthdate_____________________ 
 

Subscriber SSN or ID (circle one)_______________________________  Self___   Spouse___  Parent____ 
 

Do you have dual coverage?       Yes___   No___      If yes, please complete lines below: 
 

Secondary Insurance Co__________________________________ Group #________________________ 
 
Name of Subscriber________________________________________ Birthdate_____________________ 
 

Subscriber SSN or ID (circle one)_______________________________  Self___   Spouse___  Parent____ 
 

EMERGENCY INFORMATION 

Emergency Contact Person___________________________________ Phone______________________ 
 


