
PATIENT REGISTRATION 
 
PATIENT INFORMATION 
 
Patients Name__________________________________________________________Home Phone_________________ 
 
 Social Security Number__________________________________Cell #/ Pager #__________________________ 
 
 Address_____________________________________________________City, State, Zip___________________ 
 
 Date of Birth____________________________E-Mail Address________________________________________ 
 
 
Spouse’s Name__________________________________________________________Date of Birth________________ 
 
 Spouse’s Social Security Number___________________________________ 
 
 
If patient is a minor, who is legally responsible:___________________________________________________________ 
 
 Address________________________________________________________Home Phone_________________ 
 
 City, State and Zip___________________________________________________________________________ 
 
Referred by:_________________________________________________________     * *  Joint Acct:   Yes  /    No 
 
 
EMPLOYMENT INFORMATION 
 
Patient’s Employer______________________________________________________Work Phone__________________ 
 
 City, State and Zip___________________________________________________________________________ 
 
 Occupation_______________________________________________Cell #/ Pager #______________________ 
 
Spouse’s Employer______________________________________________________Work Phone__________________ 
 
 City, State and Zip___________________________________________________________________________ 
 
 Occupation________________________________________________Cell #/ Pager #_____________________ 
 
 
DENTAL INSURANCE INFORMATION 
 
Primary 
Name of Insurance Company______________________________________________Local__________Group________ 
 
Name of Subscriber______________________________________________________SS#________________________ 
 
Subscriber’s Date of Birth_______________ Subscriber’s Employer__________________________________________ 
 
Secondary 
Name of Insurance Company______________________________________________Local__________Group________ 
 
Name of Subscriber______________________________________________________SS#________________________ 
 
Subscriber’s Date of Birth______________ Subscriber’s Employer____________________________________________ 


