
Welc ome 

We are pleased to welcome you to our practice.  Please take a few minutes to fill out this form as completely as you can.  
If you have any questions we’ll be glad to help you.  We look forward to working with you in maintaining your dental 
health. 

P A T IE NT  INF OR MA T ION 
First Name ____________________Middle Initial _____Last___________________ SSN#_________________ 
Address _________________________________________ City __________________State____ Zip_________ 
Cell Phone ___________________Home Phone __________________ Email___________________________ 
Sex M __F __ Age____ Date of Birth _______Single___ Married ___Widowed ___ Separated___ Divorced___   
Employer _________________________________________Occupation ______________________________ 
Employer Address _____________________________________________ Business phone _______________ 
Notify in case of Emergency ________________________________Cell Phone________________________ 
Business Phone ___________________________________ Home Phone_______________________________ 
Whom may we thank for referring you?_________________________________________________________ 
Preferred Dentist______________________________ Preferred Hygienist __________________________ 

 
P R IMA R Y DE NT A L  INS U R A NC E  

Person Responsible for Account ________________________________________________________________ 
Relation to Patient __________________ Date of Birth ________________ SSN#________________________ 
Address (if different that patient) _________________________ City ______________ State _____ Zip _________ 
Cell phone_________________ Business phone_________________ Email _____________________________ 
Employer ____________________________________________ Occupation __________________________ 
Business Address __________________________________________________________________________ 
DENTAL Insurance Company________________________________________ Phone ____________________ 
DENTAL Insurance Company Address___________________________________________________________ 
Subscriber ID # ______________________________________ Group #________________________________ 

 
S E C ONDA R Y DE NT AL  INS U R A NC E  

Is patient covered by additional DENTAL insurance?  Yes __ No __ 
Subscriber Name ____________________________________________________________________________ 
Relation to Patient __________________ Date of Birth ________________ SSN#________________________ 
Address (if different that patient) _________________________City __________________ State _____ Zip _________ 
Cell phone_______________ Business phone___________________ Email _____________________________ 
Employer ____________________________________________ Occupation ___________________________ 
Business Address ___________________________________________________________________________ 
DENTAL Insurance Company_____________________________________ Phone ________________________ 
DENTAL Insurance Company Address____________________________________________________________ 
Subscriber ID # ______________________________________ Group #________________________________ 
 

A U T H OR IZA T ION 
I have reviewed the information on this registration form and it is accurate to the best of my knowledge. 
I authorize the insurance company indicated on this form to pay to the dentist all insurance benefits otherwise 
payable to me for services rendered. 
I authorize the use of this signature on all insurance claim submissions. 
I authorize the dentist to release all information necessary to secure the payment of benefits.   
I understand I am financially responsible for all charges not paid by the insurance company. 
 
 
Signature____________________________________________________Date__________________________________ 


