
 

 

 
PATIENT REGISTRATION (please PRINT) 

 
Last Name:      First:    MI: Gender:  
Date of Birth:      SSN:        
Address:      City:        
State:       Zip Code:       
Cell Phone:      Home Phone:       
Email:               
Employer:      Occupation:       
Work Phone:      Marital Status:       
How Do You Prefer to be Addressed? 
⃝ First Name     ⃝ Mr.     ⃝ Mrs.     ⃝ Miss.     ⃝ Dr.     ⃝ Other:       
How may we contact you regarding appointments? (mark any/all that apply) 
⃝ Home Phone     ⃝ Work Phone     ⃝ Cell Phone     ⃝ Text     ⃝ Email 
 
Spouse’s Last Name:     First:    MI: Gender:  
Employer:      Occupation:       
 
Primary Dental Insurance:  
Subscriber’s Name:       Date of Birth:     
Subscriber’s SSN:      Relationship to Patient:    
Insurance Company:   Insurance ID#:    Group#:    
 
Secondary Dental Insurance (if applicable): 
Subscriber’s Name:       Date of Birth:     
Subscriber’s SSN:      Relationship to Patient:    
Insurance Company:   Insurance ID#:    Group#:    
 
Additional family members (and date of birth): 

1. _____________________________________________________________    
2. _____________________________________________________________    
3. _____________________________________________________________    
4. _____________________________________________________________    
5. _____________________________________________________________    

 
Emergency Contact:             
Relationship:       Phone #:      
 
How did you hear about our practice?  Who may we thank for referring you?    
               


