
 

Patient Registration 
 

 

 

Patient Name:         Date:     

Patient Address:             

City:    State:   Zip:      

Mobile  Phone:       Home Phone:        

Work  Phone:    Email :      ________________ 

Birth Date:    Social Security Number:       

Employer:             

Marital Status:  Single:  Married:  Divorced:      

Primary Care Physician:     Phone:       

Other Physician who care for you and to whom we might disclose information regarding your care:    

________________________________________________________________________________________________________ 

How did you hear of our office?           

Emergency Contact Name:            Phone:      

Insurance Information 

Primary Insurance: 

Policy Holder Name:______________________________  Date of Birth:____________________________________  

Social Security Number:___________________________  Employer:_______________________________________ 

Group Number:__________________________________  Member ID #:____________________________________    

Payer ID #:      Effective Date:      

Relationship to Patient:____________________________  Insurance Phone #_________________________________ 

Dental Claims Address:_____________________________________________________________________________________ 

Secondary Insurance: 

Policy Holder Name:_____________________________  Date of Birth:_____________________________________ 

Social Security Number:__________________________  Employer:_______________________________________ 

Group Number:_________________________________  Member ID #_____________________________________ 

Payer ID #:_____________________________________  Effective Date :___________________________________ 

Relationship to Patient:__________________________  Insurance Phone #:________________________________ 

Dental Claims Address:_____________________________________________________________________________________ 


