
 

 

 

 

 

 

 

 

Patient's First Name:                                                                  Last Name:                                                            

How did you hear about us?                                                    

-------------------------------------------------------------------------------------------------------------------------------------------------- 

PATIENT INFORMATION 

First Name: _______________________________________ Last Name: _______________________________________ 

Street Address: _____________________________________________________________________________________ 

City, State, Zip: ___________________________________________ Email: ____________________________________ 

Home Phone: ______________________ Work Phone: ______________________ Cell Phone: _____________________ 

Sex: ___Male  ___Female Marital Status: ___Married  ___Single  ___Divorced  ___Separated  ___Widowed 

Birth Date: ______________ Age: ______  Soc. Sec: ______________________ Drivers Lic: ________________________ 

Employment Status: ___Full Time  ___Part Time  ___Retired 

Student Status: ___Full Time  ___Part Time 

-------------------------------------------------------------------------------------------------------------------------------------------------- 

Responsible Party (if someone other than the patient) 

First Name: _______________________________________ Last Name: _______________________________________ 

Street Address: _____________________________________________________________________________________ 

City, State, Zip: ___________________________________________ Email: ____________________________________ 

Home Phone: ______________________ Work Phone: ______________________ Cell Phone: _____________________ 

Birth Date: ______________ Age: ______  Soc. Sec: ______________________ Drivers Lic: ________________________ 

-------------------------------------------------------------------------------------------------------------------------------------------------- 

PRIMARY DENTAL INSURANCE INFORMATION 

Name of Insured: ________________________________________ Relationship to Patient: ___Self  ___Spouse  ___Child 

Social Security: ______________________________________________________ Insured Birth Date: _______________ 

Employer: __________________________________ Insurance Company:  _____________________________________ 

-------------------------------------------------------------------------------------------------------------------------------------------------- 

SECONDARY DENTAL INSURANCE INFORMATION 

Name of Insured: ________________________________________ Relationship to Patient: ___Self  ___Spouse  ___Child 

Social Security: _____________________________    _______________________ Insured Birth Date: _______________ 

Employer: __________________________________ Insurance Company:______________________________________ 

PATIENT REGISTRATION 


