
 
New Patient Registration 

ALEX E. IVANOFF, DDS 

Date: ____/____/____ 

Patient Information 

Insurance Information 

 

Name: _______________________________________________________   Birthdate: ____/____/____ 

Address: _____________________________________________________   City: ___________________ 

State: __________   Zip: ____________     Phone: ________________   Alt. Phone: _________________ 

Email Address:  __________________________________________________________________________ 

Sex:    M F Other  Marital Status: _____________________ SS#: ____________________ 

Employment Status: Full Time Part Time Retired Unemployed  Student 

Occupation: _______________________________     Employer: _________________________________ 

Employer Address: _____________________________________ Phone: __________________________  

Spouse’s Name: ________________________________    Spouse’s Birthdate: _____/_____/_____ 

Spouse’s SS#: _______________________ Spouse’s Employer: ______________________________ 

  

EMERGENCY CONTACT: 

Name: ___________________________________   Relationship: _________________________________ 

Phone: ___________________________________  Alt. Phone: __________________________________ 

Responsible Party (if other than patient): __________________________________________________ 

Relationship to Patient: __________________________________         Birthdate: _____/_____/_____ 

Address: _____________________________________________________   City: ___________________ 

State: __________   Zip: ____________     Phone: ________________   Alt. Phone: _________________ 

Email Address:  __________________________________________________________________________ 

Insurance Co.: ______________________________  Group #: ___________________________________ 

 

Does patient have secondary insurance?      Yes No 

Subscriber’s Name__________________________________________    Birthdate: _____/_____/_____ 

Relationship to Patient:___________________________________________________________________ 

Insurance Co.: ______________________________ Group #:__________________________________

     

 


