Dental Insurance 
Primary Coverage

REGISTRATION

Whom may we thank for your referral __________________
______________________________________________________

Emergency Contact___________________________________
Telephone_____________________________________
Dental Insurance
Secondary Coverage

Residence—Street _____________________________________
City____________________________State___Zip___________

Home Phone (H)_______________________________________

Cell Phone (C)_________________________________________

Employer _____________________________________________

Work Phone (W)_______________________________________


May we contact you at work? Yes______ No________

Best Number to reach you to confirm your appointment

H______
W _______

C________

E-mail________________________________________________
Patient's Name _____________________________________

Nickname___________________________________

Date of Birth_________________________________

Social Security Number_______________________

Driver’s License Number______________________

For insurance purposes:
Single____  Married____  Divorced____  Widowed____  

Spouse’s Name_________________________________________

Other Family Members With This Practice

_______________________________________________________

_______________________________________________________
Who is responsible for this account_____________________
Method of payment: 
□
Insurance (However, I am responsible for any estimated deductible & co-pay at the time of service)
□
Payment in full at each appointment (cash or personal check)

□
Payment in full at each appointment (Visa, MC, Discover, Care Credit)

□
I wish to discuss other possible financial arrangements (Please see our Office Policy form for additional information as well)

Primary Subscriber’s Name__________________________


Date of Birth_______________________________________


Social Security # or Insurance ID#____________________


Employer___________________________________________


Name of Insurance Co._______________________________


Telephone___________________________________


Subscriber’s Residence & Phone Number 


(if different from patient)


 ___________________________________________________


 ___________________________________________________


____________________________________________________





Secondary Subscriber’s Name________________________


Date of Birth_______________________________________


Social Security # or Insurance ID#____________________


Employer___________________________________________


Name of Insurance Co._______________________________


Telephone___________________________________


Subscriber’s Residence & Phone Number 


(if different from patient)


 ___________________________________________________


 ___________________________________________________


____________________________________________________











Today’s Date____________________________








