Patient Registration Form
1. Patient Information
· Full Name: ____________________________________________________
· Preferred Name: ____________________ Date of Birth: _______________
· Social Security #: __________________ Gender: [ ] M [ ] F [ ] Other
· Address: ______________________________________________________
· City: ____________________ State: ________ Zip: ____________
· Primary Phone: (____) ___________________ - [ ] Mobile [ ] Home [ ] Work
· Email: ________________________________________________________
· Employer: _______________________________________
2. Responsible Party (If different from patient)
· Name: ____________________________ Relationship: _______________
· Phone: (____) - Billing Address: __________________________
· [image: Stop outline]Single [image: ]Married  [image: ]Divorced   Spouse: __________________
3. Dental Insurance Information
· Primary Insurance: _____________________________________________
· Subscriber Name: ____________________ DOB: __________________
· Subscriber ID/Member #: ________________ Group #: ______________
· Employer: _____________________________________________________
4. Dental History
Reason for today's visit: _________________________________________
· Last Dental Exam Date: ____________ Last X-rays: _______________
· Are you experiencing any of the following? 
· [ ] Sensitivity to Hot/Cold [ ] Bleeding Gums [ ] Jaw Pain (TMJ)
· [ ] Grinding/Clenching [ ] Anxiety regarding dental work
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