
PATIENT REGISTRATION FORM 

Patient’s First_____________MI______Last___________________  Date of Birth___________________ 

Responsible Party__________________________  Policy Holder Name___________________________ 

Address______________________________________________________________________________ 

Home Phone #_____________________________  Cell Phone #_________________________________ 

Sex  M or  F      Social Security #______________________ Driver’s License #_______________________ 

Email Address_________________________________________________________________________ 

Marital Status: Single    Married     Divorced     Separated    Widowed    Spouse Name________________ 

Employer______________________________ Occupation_____________________________________ 

Work Phone #__________________________ 

In Case of Emergency, call__________________ Phone #______________Relationship______________ 

How did you hear about our office?________________________________________________________ 

Previous Dental Office___________________________________________________________________ 

PARENT/GUARDIAN INFORMATION 

Name_____________________________________________ Date of Birth_______________________ 

Address (if different from above)__________________________________________________________ 

Home Phone #__________________  Cell Phone #________________ SSN_______________________ 

Employer________________________________    Occupation__________________________________ 

Work Phone #____________________________ 

*IF YOU HAVE DENTAL COVERAGE, PLEASE BRING YOUR INSURANCE CARD ON YOUR APPT. DATE.*
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