
 

 
 

Patient Registration 
 

DATE: 
 
LAST NAME:                                                    FIRST:                                                     MI: 
 
PREFERS TO BE CALLED BY: 
 
ADDRESS: 
 
CITY:                                                               STATE:                                                    ZIP:    
                    
HOME PHONE:                                               WORK: 
 
CELL:                                                               EMAIL: 
 
PREFERRED METHOD OF CONTACT:      

DOB:                               AGE:                          SEX:                     SINGLE        MARRIED      CHILD 
 
SOCIAL SECURITY NUMBER: 
 
HOW DID YOU HEAR ABOUT US? 
 
EMERGENCY CONTACT:                                                      PHONE NUMBER: 
 
CLOSEST RELATIVE NOT LIVING WITH YOU:                        PHONE NUMBER: 
 

 
DENTAL INSURANCE 

 
INSURANCE COMPANY: 
 
GROUP NUMBER: 
 
ADDRESS: 
 
PHONE: 
 
EMPLOYER NAME: 
 
INSURED’S NAME: 
 
INSURED’S DATE OF BIRTH: 
            
INSURED’S I.D. NUMBER: 
 
INSURED’S SOCIAL SECURITY NUMBER: 
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