
	

PATIENT REGISTRATION

First Name: _______________________________ 	 Last Name: ______________________________________  Middle Initial: ______

Patient Is:	 m Policy Holder			   Preferred Name: __________________________________

	 	 m Responsible Party

Responsible Party (if someone other than the patient) 

First Name: ___________________________  Last Name: ________________________________________  Middle Initial: _______

Address:	__________________________________________  Address 2: ____________________________________________

City, State, Zip: ____________________________________________________________________________________________

Home Phone: ___________________________    Work Phone: ___________________________  Ext:_____  

Cellular: _______________________________  m I would like to receive text reminders on my phone

Birth Date: _______________________   Soc. Sec: ____________________________  Drivers Lic: __________________________

mResponsible Party is also a Policy Holder for Patient       m Primary Insurance Policy Holder         mSecondary Insurance Policy Holder

Patient Information

First Name: ___________________________  Last Name: ________________________________________  Middle Initial: _______

Address:	__________________________________________   Address 2: ____________________________________________

City, State, Zip: ____________________________________________________________________________________________

Home Phone: ______________________  Work Phone: ______________________  Ext:_____  Cellular: _______________________

Sex: 	 mMale   mFemale  	 Martial Status:   mMarried    mSingle   mDivorced   mStudent   mSeparated   mWidowed

Birth Date: _______________________   Soc. Sec: ____________________________  Drivers Lic: __________________________

E-mail: _____________________________________________________             mI would like to receive correspondences via e-mail.

Section 2

Employment Status:    	 mFull Time        mPart Time         mRetired

Student Status:    	       	 mFull Time        mPart Time         

			   Preferred Dentist: _________________________________________________

			   Preferred Pharmacy: _______________________________________________

			   Preferred Hygienist: ________________________________________________

Primary Insurance Information

Name of Insured: _________________________________________  Relationship to Patient:  mSelf   mSpouse   mChild   mOther

Insured Soc. Sec: _________________________________________  Insured Birth Date: _______________________

Employer: __________________________________________	 Ins. Company: ______________________________________

 Rem. Benefits: ___________ .00 	 Rem. Deduct: __________.00

Address: _________________________________________

Address 2: ________________________________________

City, State, Zip: ______________________________________

________________________________________________ 

Address: _________________________________________

Address 2: ________________________________________

City, State, Zip: ______________________________________

________________________________________________ 


