Patient Registration 
Date__________
Patient’s Name______________________________    Preferred Name____________________
Home Phone______________________
Work Phone_______________________
Cell Phone________________________
Mailing Address_________________________________________________  City______________________ State_____ Zip_________
Email Address____________________________________________________
Preferred Method of Communication  ____ Phone  ____ Text ____ Email
Sex __Male __Female
Age_____           
Date of Birth_________  
___ Single ___ Married ___ Widowed ___ Divorced
Employed by: _______________________________________
Occupation: ________________________________________
Social Security #_____________________________________
Student:  ___Yes ___No
Name of School: _______________________ City________ State_____
Spouse Name_________________________ Employed by: _________________
In case of an emergency, who should we notify? _________________ Ph# _________________
If you’re new to our office, who may we thank for referring you? _________________________
Who is the responsible party for this account? _______________________________________
Responsible Party Address____________________ City_____________ State_____ Zip_______
SS#_________________ DOB_________ Phone____________
Employed by: __________________________
** If you have a dental insurance card please present it to the front desk.
