
Patient RegistRation

Patient’s Name ____________________________________________________________   Birthdate ______________  Sex:      M      F

Patient’s Address ________________________________________________________________________________________________________
 Street City / State Zip

Home # ____________________________________________   E-mail ____________________________________________________________

Work # _____________________________  Cell # _______________________________  Spouse’s Cell # ______________________________

Emergency Contact:    Name ________________________________________ Home # ____________________ Cell # ____________________

Patient’s Employer ___________________________________________ Business Address ___________________________________________

Patient’s SS # ____________________________________________   Marital Status:      Single      Married      Divorced      Widowed

Spouse’s Name ______________________  Spouse’s SS # _____________________________________ Spouse’s Birthdate _____________

Spouse’s Employer ______________________________________________________ Employer Phone # _______________________________

PeRson ResPonsible foR this account

Responsible Party’s Name ________________________________________________________________________________________________

Birthdate _____________    SS # _____________________________________________    Relationship to Patient _______________________

Street Address (if different than above) _____________________________________________________________________________________
 Street City / State Zip

foR Patients coveRed by insuRance

Subscriber’s Name _______________________________________________________________________________________________________  

Birthdate _______________________________   SS # __________________________________________________________________________

Subscriber’s Employer ________________________________________  Employer’s Address ________________________________________

Insurance Company ___________________________________________ Group # _______________________ ID # _______________________

Patient’s Relationship to Subscriber:      Self      Spouse      Dependent

IF I uNDERtAkE tHIS tREAtMENt, I ACCEPt tHAt I AM RESPoNSIBlE FoR tHE totAl FEE 
REGARDlESS oF tHE DENtAl INSuRANCE.


 SIGNED (PAtIENt, oR PARENt IF MINoR) DAtE

I HEREBy AutHoRIZE PAyMENt DIRECtly to tHE BEloW-NAMED DENtISt oF tHE GRouP
INSuRANCE BENEFItS otHERWISE PAyABlE to ME.


 SIGNED (INSuRED PERSoN) DAtE

Date__________________


