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Patient Registration 

 

Thank you for visiting our office!  Please take a few minutes to fill out this form as completely as 

you can.  If you have any questions, we will be happy to help! 

 

How did you hear about us?  O Facebook    O Internet    O Newsletter    O Insurance Search 

      Other: ____________________________________________________________ 

 

Patient Information: 

Name: ___________________________________________________           

Who is accompanying your child today? 

Name: _________________________________________________ 

         Last                                    First                                   MI 

 

Goes by: _________________       O Male    O Female 

Siblings we treat: ______________________________________ 

Birth date: ____________________   Age: ___________________ 

School: __________________________   Grade: _____________ 

Home Address: _________________________________________ 

                             _________________________________________ 

        City                      State                         Zip 

Home Phone: ___________________________________________ 

Favorite Movie: ________________________________________ 

Favorite Activity: ______________________________________ 

 

Parent One: 

Name: ___________________________________________________ 

               Last                                   First                                      MI  

 

Relationship:          O Mother    O Father                             

Wk Ph: ___________________   Cell Ph: ____________________ 

Email: ___________________________________________________ 

Preferred Contact Method: 

O Hm Phone  O Wk Phone  O Cell  O Text Msg  O Email 

Preferred Contact Method for Confirmations: 

O Hm Phone  O Wk Phone  O Cell  O Text Msg  O Email 

 

Dental Insurance: (Primary) 

Insurance Company Name: _____________________________ 

Address: _______________________________________________ 

Phone number on card: ________________________________ 

Employer: __________________ Group Name: _____________ 

Group #: ________________ Member #: ___________________ 

Policy Owner’s Name: _________________________________ 

Relationship to patient: O Self  O Parent  O Spouse 

Policy Owner’s DOB: __________________________________ 

SSN: ____________________________________________________ 

 

                   Last                                   First                                MI 

 

Relationship: _________________________________________ 

Do you have legal custody of your child? 

                      O Yes       O No 

Is there anyone you would like to designate to bring 

your child for appts? If yes, please list: 

Name: _________________________________________________ 

               Last                                   First                                MI 

Relationship: _________________________________________ 

Name: _________________________________________________ 

               Last                                   First                                MI 

Relationship: _________________________________________ 

 

Parent Two: 

    Name: _________________________________________________ 

                   Last                                    First                                MI  

 

    Relationship:          O Mother    O Father                                        

Wk Ph: ___________________   Cell Ph: _________________   

Email: ___________________________________________________          

Preferred Contact Method: 

O Hm Phone  O Wk Phone  O Cell  O Text Msg  O Email 

Preferred Contact Method for Confirmations: 

O Hm Phone  O Wk Phone  O Cell  O Text Msg  O Email 

 

Dental Insurance: (Secondary) 

Insurance Company Name: _____________________________ 

Address: _______________________________________________ 

Phone number on card: ________________________________ 

Employer: __________________ Group Name: _____________ 

Group #: ________________ Member #: ___________________ 

Policy Owner’s Name: _________________________________ 

Relationship to patient: O Self  O Parent  O Spouse 

Policy Owner’s DOB: __________________________________ 

SSN: ____________________________________________________ 

 


