
DRY CREEK DENTAL      
    REGISTRATION   

          Date____________ 

 

Patient Name______________________________________ Preferred Name__________________ 

*We request social security numbers for insurance purposes 

Sex:  M    F     Age__________ Birth Date_____/_____/_____ SS#__________________________ 

Mailing Address________________________________________City_______________________ 

State___________ Zip________ 

Home #___________________ Cell #____________________Work #_______________________ 

Employer_________________________ Email Address___________________________________ 

Emergency Contact__________________________________ Relation____________________  

Phone #___________________ 

 

RESPONSIBLE PARTY 

Name of Responsible Party__________________________ Relationship to Patient____________ 

Sex:  M    F      Age__________ Birth Date_____/_____/_____ SS#________________________ 

Mailing Address________________________________________City______________________ 

State___________ Zip________ 

Home #___________________ Cell #______________________Work #____________________ 

 

INSURANCE INFORMATION 

Policy Holders Name____________________________ Relationship to Patient_______________ 

Date of Birth_____/_____/_____ SS#____________________________ 

Name of Employer____________________________________ Group #____________________ 

Insurance Company________________________ Policy #_______________________________ 

SECONDARY INSURANCE INFORMATION 

Policy Holders Name____________________________ Relationship to Patient______________ 

Date of Birth_____/_____/_____ SS#____________________________ 

Name of Employer____________________________________ Group #____________________ 

Insurance Company________________________ Policy #_______________________________ 


