
  Patient Registration 
 

Patient Name: _________________________________________ Date of Birth: ___/___/___ 

            If minor, name of legal guardian: __________________________________ 

Gender: _________________            Married: [   ]  Y  [   ]  N                 SSN: _____-____-______ 

Home Phone: _________________ Cell Phone: ______________ Work Phone: ________________ 

Email: _______________________ Preferred Contact Method: [  ] Home [  ] Cell [  ] Work [  ] Email  

Address: _______________________________________________________________________ 

Address 2: ______________________________________________________________________ 

City: _____________________________ State: ______ Zip: ________ 

Emergency Contact Name: ________________________ Emergency Contact Phone: _______________ 

How did you hear about us? (If someone referred you, please write down their name so we can thank them) 

 Office Sign    Social Media    Other: __________________________________________ 

Primary Dental Insurance 

Relationship to Subscriber: [   ] Self   [   ] Spouse  [   ] Dependent 

Insurance Carrier: _____________________________ Phone: __________________________ 

Subscriber Name: ______________________________ Subscriber Date of Birth: ___/___/___ 

Subscriber ID or SS #: _________________________ Group #: ___________________________ 

Subscriber Address: ______________________________________________________________ 

Secondary Dental Insurance 

Relationship to Subscriber: [   ] Self   [   ] Spouse  [   ] Dependent 

Insurance Carrier: _____________________________ Phone: __________________________ 

Subscriber Name: ______________________________ Subscriber Date of Birth: ___/___/___ 

Subscriber ID or SS #: _________________________ Group #: ___________________________ 

Subscriber Address: ______________________________________________________________ 
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