
                                                         REGISTRATION   

Date______________ 

 

Patient’s name_________________________________________________________________ 

     Last                   First     M.I. 

 

Birthdate_____________________________Age_____________________________________ 

 

 ______Single       ______Married      _______Separated     ______Widowed     ______Divorced 

 

Emergency Contact_____________________________________Phone____________________ 

 

Name of Spouse________________________________________________________________ 

 

Residence – Street address________________________________________________________ 

 

City___________________________State_________________Zip Code___________________ 

 

Telephone:  Residence___________________Cell_________________Work_______________ 

 

Patient employed by_____________________________________________________________ 

 

Business address________________________________________________________________ 

 

Present position_______________________________How long held______________________ 

 

Spouse employed by_____________________________________________________________ 

 

Present position_______________________________How long held______________________ 

 

Referred by____________________________________________________________________ 

 

Party responsible for this account___________________________________________________ 

 

Purpose of call _________________________________________________________________ 

 

Patient’s SSN_________________Patient’s Driver’s License Number_______________________ 

 

Spouse’s SSN_________________Spouse’s Birthdate__________________________________ 

 

Name and Address of Dental Insurance Company: 

 

Primary__________________________________ Secondary____________________________ 

 

________________________________________     ___________________________________ 

 

Policy#__________________________________  Policy#______________________________ 

 

For Reminders calls, should we contact you by: 

Phone #________________ Text #_________________Email_______________________________ 

 

To the best of my knowledge, all of the answers on both sides of this paper are true and correct.  If I ever 

have any change in my health or change in my medication, I will inform the dentist at the next 

appointment. 

 

Signature________________________________________Date__________________________ 

                                                CONTINUED ON NEXT PAGE 

 


