
 

 

 

Patient Registration Form 

 

First Name: __________________________ MI: ______ Last Name:  ______________________________ 

Preferred Name: ______________________  

Date of Birth: _________________________ Gender:  Male or Female  (Circle one) 

 

Responsible Party (circle one) :   Self or Other 

• If other, please provide Name______________________ and Date of Birth __________________ of 
responsible party. 

Contact Information: 

Patient Street Address: _________________________________________________________ 

City: ____________________________   State: __________ Zip Code: _________________ 

Phone Number: ______________________________  Home  or  Mobile (Circle one) 

Email address: ________________________________________________________________ 

Insurance Information: 

Employer: _____________________________________ 

Dental Insurance Company: ____________________________________________________ 

Social Security #: __________________________________ (Used by most insurance companies as a member 
identifier) 

If under 18 yrs of age please indicate parents name and cell phone number: 

_______________________________________________________________________________ 

 

Preferred Pharmacy: ____________________________________________ 

Previous Dentist: ____________________________________  City: ____________________________________ 


