PATIENT REGISTRATION


Secondary Insurance Information


Name of insured: ________________________		Insured SSN: ________________________


Insured DOB: __________________				Employer: __________________________


Insurance Company: ________________________	








Primary Insurance Information


Name of insured: ________________________		Insured SSN: ________________________


Insured DOB: __________________				Employer: __________________________


Insurance Company: ________________________	





Responsible Party (If different from patient)


First Name: ________________________		Last Name: ________________________ Middle Initial: ___


Birth Date: _________	SSN: _________________________		Drivers Lic:______________________


Address: ___________________________________________  City, State, Zip: ___________________________


Home Phone: _________________________ 			      	Cell Phone: ______________________


Work Phone: _________________________





Patient Information


First Name: ________________________		Last Name: ________________________ Middle Initial: ___


Birth Date: _________				Preferred Name: ________________________


SSN: _________________________			Male 		Female 


Marital Status: _________________


Address: _________________________________________	 City, State, Zip: ________________________


Home Phone: _________________________ 			 Cell Phone: ___________________________


Work Phone: _________________________  Email Address: __________________________________________


Medical Physician: ________________________





Emergency Contact: ________________________                           Phone Number: ________________________








Dental History





How important is your dental health to you? 10 being greatly important.


1	2	3	4	5	6	7	8	9	10





If you could change your smile in any way, what would you change? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Previous Dentist: ________________________________________________








