 (
Patient Registration
)
PATIENT INFORMATION:								Today’s Date: ___/___/______
First Name: _____________________________   Last Name: _____________________________   Middle Initial:  ___________
Address: __________________________________________   City: _______________   State: _____   Zip Code:  ____________
Home Phone: ____________________   Work Phone: ____________________   Ext: ____   Cell Phone:  ___________________
Birthdate: ___________________   Social Security Number: ___________________   E-Mail: ____________________________
Sex:       Male            Female
Marital Status:       Married            Single            Divorced             Separated            Widowed
Employer: _________________________________________   Occupation: __________________________________________
Referred By: ______________________________________________
Emergency Contact: ________________________________________    Phone Number:  _______________________________
Preferred Pharmacy: ________________________________________   Phone Number:  _______________________________
Comments:   _____________________________________________________________________________________________
 _______________________________________________________________________________________________________
RESPONSIBLE PARTY:   Patient is:     Minor       Self (Responsible Party)
First Name: _____________________________   Last Name: _____________________________   Middle Initial:  ___________
Relationship to patient: ____________________________________________________________________________________
Address: __________________________________________   City: _______________   State: _____   Zip Code:  ____________
Home Phone: ____________________   Work Phone: ____________________   Ext: ____   Cell Phone:   ___________________
Birthdate: ___________________   Social Security Number: ___________________   E-Mail: ____________________________
Employer: _________________________________________   Occupation: __________________________________________
PRIMARY INSURANCE INFORMATION:			SECONDARY INSURANCE INFORMATION:
Dental Insurance Company: __________________________               Dental Insurance Company:  ________________________
Member ID Number:  _______________________________               Member ID Number: ______________________________
Policy Holder Name: ________________________________               Policy Holder Name:  ______________________________
Policy Holder DOB:  _________________________________              Policy Holder DOB: ________________________________
Policy Holder SSN:   _________________________________              Policy Holder SSN:  ________________________________
Policy Holder Employer:  _____________________________              Policy Holder Employer: ____________________________
Policy Holder Address: _______________________________             Policy Holder Address:    ____________________________
Policy Holder Zip Code: ______________________________              Policy Holder Zip Code:  ____________________________
*Please present your insurance card to the front desk receptionist at time of check in.
[bookmark: _GoBack]SELF PAYOR:   
IN HOUSE PLAN:   
In Office Signatures:
Signature: ____________________________________________________
Relationship to Patient:    Self       Other: _________________________________________________
