
PATIENT REGISTRATION 

  

PATIENT INFORMATION 
Date: Patient Name: 

                                                                                                                                                                                                               Last Name                                                                                   First Name                                                                                      Initial 
 
 

Birthdate: Age: Soc. Sec. #: Sex: □ Male   □ Female 
 
 

Street Address: 
 
 

City: State: Zip: 
 
 

Email Address: Driver’s License #: 
 
 

Home phone: Work phone: Cell phone: 
 
 

Check one: □ Married    □ Separated    □ Widowed    □ Divorced    □ Single    □ Minor    □ Partnered for _____ years 
 
 

Occupation: Employer/School: 
 
 

Employer/School Address: Employer/School Phone: 

 
 
 
 
 
 
 

SPOUSE INFORMATION 
Spouse Name: 

                                                                                                                              Last Name                                                                                                                 First Name                                                                                                           Initial 
 
 

Birthdate: Age: Soc. Sec. #: Sex: □ Male   □ Female 
 
 

Employer: Employer Phone: 
 
 
 
 
 
 
 

MINOR INFORMATION 
Parent/Guardian Name: 

                                                                                                                              Last Name                                                                                                                 First Name                                                                                                           Initial 
 
 

Address (if different from patient’s): 
 
 

Home phone: Work phone: Cell phone: 
 
 

Birthdate: Age: Soc. Sec. #: Sex: □ Male   □ Female 
 
 

School: Employer: Phone: 
 
 
 
 
 
 
 

DENTAL INSURANCE 
Insurance Company Name: Phone #: 
Address: 
Subscriber Name: Birthdate: 
Subscriber #: Group #: Group Name: 
Whom may we thank for referring you? 
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