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Patient Registration 
 
 
 

 
 
Circle title:  Mr. Ms. Mrs. Dr. Other:_____________________________ 
 
Name:___________ ________________________________________________________________ 
            First   Middle Initial     Last   
     
Sex (circle):   F    M        Date of Birth:       /       /        Social Security # ___________________ 
                                                                                                 (If patient is a minor please put parent’s ss #) 
                                                                                                        
Phones:  Home: _______________ Business: ______________ x____  Cell: ___________________ 
 
Street: ___________________________________________________________________________ 
 
City: ________________________________________State: __________ Zip: _________________ 
 
Discomfort (circle):  None   Slight   Slight-Moderate   Moderate   Moderate-Severe   Severe 
 
General Dentist: _____________________Referred By: ____________________________________ 
   (first and last name)            (Please write “same” if referred by general dentist) 
Other Dental Specialists you see (ie; Periodontist):_________________________________________ 
 
Physician: ________________________________________ Phone:  _________________________ 
 
In case of emergency contact: _________________________ Phone: _________________________ 
 
If Insured, Dental Insurance Co. and Policy No. __________________________________________ 
 
Policy Holder’s Place of Employment, Date of Birth & Social Security No. 
                                
_________________________________________________________________________________ 
 
 
 
Patient Signature: ____________________________ Date: ________________ 
 
Parent or Guardian Signature: __________________________  Date : ____________________ 
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