
 Patient Registration                            
 
Patient Information 
 
First Name _____________________ Last Name ____________________   
 
Address ____________________________________ City, State, Zip _________________ 
 
Home Phone _________________ Work Phone ________________ Ext________ 
 
Cell Phone ___________________ Birth Date __________ Soc. Sec. #________________ 
 
Age ________   Male   Female 
 
Responsible Party Information 

 
First Name ____________________ Last Name _______________________ 
 
Address __________________________________ City, State, Zip _________________ 
 
Home Phone __________________ Work Phone _________________ Ext _______ 
 
Cell Phone __________________ Birth Date ____________ Soc. Sec. #_______________ 
  
Email __________________________  I would like to receive correspondences via email. 
 
How did you hear about us? ______________________________________________ 
 
Previous Dentist’s Name and Number _______________________________________  
 
Insurance Information 
 
Subscriber Name________________________ Relation to patient Self Spouse Child  
 
Subscriber Social Security # ___________________ Subscriber Date of Birth ___________ 
 
Employer Name _____________________________ Address________________________ 
 
City, State, Zip___________________ Insurance Company _______________________ 
 
Address___________________________ City, State, Zip _______________ 
 
Subscriber/Member ID_______________________ Group # _______________ 


