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NEW PATIENT REGISTRATION 

(PLEASE PRINT) 
 

                                                                                                                  Today’s date: _____________________ 

 

 

Name: _________________________________________________    Date of Birth: _____________________                                                                                                                        

 

Address: __________________________________________________________________________________ 

 

City: ____________________________________________  State: _______________  Zip: _______________ 

 

Home phone: _____________________ Work phone: ____________________  Other: ___________________  

 

Social Security # ___________________________                    Sex: Male __________    Female ____________ 

 

E-mail address: ___________________________________ 

 

Occupation ________________________________________________________________________________ 

 

Spouses Name _____________________________________________________________________________ 

 

Who is financially responsible for this bill? _______________________________________________________ 

 

Whom may we contact in case of emergency? _____________________________________________________ 

 

Who may we thank for your referral? ___________________________________________________________ 

 

I will be paying today by:  Cash __________     Check ______________ Credit card _______________ 

 

Where would you like us to confirm your appointments? 

              Home ________________ Work _________________ Other _____________(#__________________) 

 

What is the reason for your visit? Chief complaint: ______________________________________________  

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 
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If you have dental insurance: 

 

 

1. Dental Insurance Company: ____________________________________________________________ 

 

2. Insurance Company Address: ___________________________________________________________ 

 

_____________________________________________________________________________________ 

 

_____________________________________________________________________________________ 

 

3.   Dental Insurance Company phone #: _________________________________ 

 

4. Policy Holder’s Name:   ________________________________________________________________ 

 

5. Policy Holder’s SSN:   _______________________________________ 

 

6. Policy Holder’s DOB:    ______________________________________ 

 

7. Policy Holder’s Employer:   ____________________________________________________________ 

 

8. Policy ID#:   _____________________________________________ 

 

9. Policy Group #:   _________________________________________ 
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