
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__________________


