
Patient Registration
Patient Name:_________________________________ Date of Birth: __________________ Gender:   F   M
Address:______________________________________ City:______________________ Zip:_________________
Contact Phone:___________________________ Cell  home  work   Contact Phone:____________________ Cell  home  work   
E-mail:________________________________  Employer:_______________________ Social Security #:____________
Spouse/Partner name:_________________________________ Date of Birth:________________________
Whom may we thank for Referring you?_________________________________
Insurance Information
Dental Insurance Company:___________________________________ Insurance phone:__________________________
Address:___________________________________________________________________________________________
Policy Subscriber:______________________ Subscriber date of birth:_________________ Employer:________________
ID #:_____________________________ Group #:______________ Patient relationship to subscriber:________________
Secondary Insurance Information
Dental Insurance Company:___________________________________ Insurance phone:__________________________
Address:___________________________________________________________________________________________
Policy Subscriber:______________________ Subscriber date of birth:_________________ Employer:________________
ID #:_____________________________ Group #:______________ Patient relationship to subscriber:________________
Responsible Party
( If different than self)
Name:_________________________________ Date of Birth: __________________ Gender:   F   M
Address:______________________________________ City:______________________ Zip:_________________
Contact Phone:___________________________ Cell  home  work   Contact Phone:____________________ Cell  home  work   

I hereby authorize my insurance benefits to be paid directly to the dentists. I am financially responsible for any balance due and authorize the dentist to release any information for this claim. I authorize that my records can be used by the doctor if she so determines. In consideration of the services rendered to me by this dental office I am obligated to pay said office in accordance with its credit terms and policy. I consent to the making of photographs & s-rays before during and after treatment. I certify that I have provided truthful and accurate information, and read or had read to me the contents of this form and do realize the risks and limitations involved

Signature:________________________________ Date:___________ Print Name:_________________________
