
 
 

PATIENT REGISTRATION 
 
 
 

First Name: ______________________________________ Last Name: _______________________________________ Middle Initial: ________ 

Patient Is:   Policy Holder    Preferred Name: ___________________________________ 

    Responsible Party 

Responsible Party (if someone other than the patient) 
 
First Name: _____________________________________ Last Name: ________________________________________ Middle Initial: ________ 
 
Address: ________________________________________________________City, State, Zip ___________________________________________ 
 
Home Phone: ___________________________ Work Phone: ____________________________ Cell Phone: _______________________________ 
 
Birth Date: _____________________________ 
 

 Responsible Party is also a Policy Holder for Patient    Primary Insurance Policy Holder   Secondary Insurance Policy Holder 

 
_______________________________________________________________________________________________________________ 
 
PATIENT INFORMATION: 
 
Address: _______________________________________________________ City, State, Zip ___________________________________________ 
 
Home Phone: ___________________________ Work Phone: ___________________________ Cell Phone: ________________________________ 
 

Sex:    Male  Female Marital Status:    Married   Single       Divorced      Separated         Widowed  

 
Birth Date: _______________________________    Email: ____________________________________________________ 
 

EMPLOYMENT STATUS:  Full Time  Part Time  Retired 

STUDENT STATUS:   Full Time  Part Time Name of College: ________________________________________________ 

 
_______________________________________________________________________________________________________________ 
 
PRIMARY DENTAL INSURANCE INFORMATION 

   Name of Insured: _______________________________________     Relationship to Patient:  Self       Spouse    Child     Other 

 
   Insurance ID # _____________________ Group # ___________       Insured Birth Date: _____________________________________________ 
 
   Employer: ____________________________________________      Insurance Company: ___________________________________________ 
 
      Address: ___________________________________________     Address: ___________________________________________________ 
 
      City, State, Zip: _____________________________________     City, State, Zip: ______________________________________________ 
           Telephone #:    ______________________________________________ 
_____________________________________________________________________________________________________________ 
 
SECONDARY DENTAL INSURANCE INFORMATION 

    Name of Insured: ______________________________________ Relationship to Patient:  Self      Spouse     Child    Other 

 
    Insurance ID# _________________________________________  Insured Birth Date: ______________________________________________ 
 
    Employer: _____________________________________________ Insurance Company: _____________________________________________ 
 
       Address: ____________________________________________    Address: _____________________________________________________ 
 
       City, State, Zip: _______________________________________    City, State, Zip: ________________________________________________  
 
____________________________________________________________________________________________________________ 
 
  
Referred by: ______________________________________________________________________________________________________________ 
 
Emergency Contact: _________________________________________________  Phone # _______________________________________  
 
 


