
Registration Form 

Patients Name: _______________________________________________________________________ 

Address – Street: _____________________________________________________________________ 

City: ____________________________________________________State:__________ Zip:_________ 

Phone #- Home: ___________________ Work #:___________________ Cell #:___________________ 

Date of Birth: _________________ Age: ________   Social Security #: ___________________________ 

Single: ____________ Married: ______________ Widowed: ______________ Divorced: ____________ 

Email address: _______________________________________________________________________ 

Patient’s Employer: ____________________________________________________________________ 

Employer’s Address: ___________________________________________________________________ 

Name of Dental  Insurance you are presently enrolled in: 

Name: ______________________________ Policy #: ________________ Group#: ________________  

Information about the insurance card holder:  

Name: _______________________________ D.O.B.: ____________ S.S. # : ______________________ 

Employer: ____________________________________________________________________________ 

Employer’s address: ____________________________________________________________________ 

Whom may we thank for your referral: _____________________________________________________ 

In an emergency, person to notify,  other than spouse:  

Name: _________________________ Phone #: ________________ Relationship: __________________ 

All  patients are responsible for their  total  charges,  no matter what type of insurance 

you may have. If  there are any problems, please feel  free to discuss them with the 

receptionist  directly.   

Person authorized to consent for patient, is a minor: 

Signature: _____________________________________________________ Date: __________________ 

 



 


