
Patient Registration 

First Name:___________________________ Last Name:________________________________ 

Address:_______________________________________________________________________ 

City:____________________________________ State:_____________ Zip:_________________ 

Birth date:________________ Soc Sec:_________________ Male_________ Female_________ 

Single______Married_______Separated________Divorced________Widowed_______ 

Who may we thank for referring you? _____________________________ 

Please Provide at least 2 contact numbers: 

Home phone**__________________________ Work phone*__________________________ 

Cell*____________________________ Email*______________________________________ 

Dental Insurance Information: 

Primary Dental Insurance Company:________________________________________________ 

Policy Holder:______________________________ Policy Holder’s Date of Birth:_____________ 

Policy Holder’s Address________________________________ Phone number:______________ 

ID or Soc Sec #______________________________ Employer:___________________________ 

Secondary Dental Insurance Company: ______________________________________________ 

Secondary Policy Holder:_______________________________ Date of Birth:______________ 

Policy Holder’s Address:________________________________ Phone number:______________ 

ID or Soc Sec #_______________________ Employer:__________________________________ 

I hereby acknowledge that I have read this Dental Practice’s HIPAA Notice of Privacy Practices. 

I have read and understand the foregoing information and that my signature below signifies my 

agreement to comply with the above terms. In the event of a breach or threatened breach of the 

Confidentiality Agreement, I acknowledge that appropriate disciplinary actions may be a result. 

Patient/Guardian Signature:_________________________________________________________ 

Print/name___________________________________________ Date ___________________________ 






