
Primary Dental Insurance 
 
 Name of Subscriber_____________________ DOB__________________ 
  
 Policyholder SS#/ID#______________________ Group#____________ 
 

Insurance Company_________________________ Phone________________ 
  
 Insurance Address____________________________ 
 
 City_____________ State________ Zip_______________ 
 
Secondary Dental Insurance 
 
 Name of Subscriber_____________________ DOB__________________ 
  
 Policyholder SS#/ID#______________________ Group#____________ 
 

Insurance Company_________________________ Phone________________ 
  
 Insurance Address____________________________ 
 
 City_____________ State________ Zip_______________ 
 
Primary Medical Insurance 
 
 Name of Subscriber_____________________ DOB__________________ 
  
 Policyholder SS#/ID#______________________ Group#____________ 
 

Insurance Company_________________________ Phone________________ 
  
 Insurance Address____________________________ 
 
 City_____________ State________ Zip_______________ 
 
Secondary Medical Insurance 
 
 Name of Subscriber_____________________ DOB__________________ 
  
 Policyholder SS#/ID#______________________ Group#____________ 
 

Insurance Company_________________________ Phone________________ 
  
 Insurance Address____________________________ 
 City_____________ State________ Zip_______________ 
 



PATIENT REGISTRATION (ADULT) 
 
Patient Name:_________________________________________ 
 
Address:______________________________________________ 
 
City:___________________ State:________ Zip:_____________ 
 
Sex:  M / F  Age:______ Nickname:________________________ 
 
Home phone:_____________ Cell:___________E-mail_____________ 
 
Birth date:_________ Marital status: Single  Married   Divorced  Other 
 
Employer______________________ Occupation____________________ 
 
Employer phone#___________________Extension#_______________ 
 
Spouses Name:____________________________________________ 
 
Birth date:____________ Cell #:________________ 
 
Employer:_____________________ Occupation_____________________ 
 
Employer phone#____________________ Extension#________________ 
 
*In case of emergency, notify my nearest relative/acquaintance not 
living with me* 
 
Name:__________________________ Relationship__________________ 
 
Phone:___________________________ Cell:________________________ 
 
*Do we have your permission to leave a message on voice mail or 
message machine?*   Initial Here_______ 
 
Name of my dentist_______________________ 
I was referred by _________________________ 
                        
                                       Please complete other side                     


