
Patient Registration 
PLEASE PRINT 

 
 

Legal 
Name_______________________________________Preferred_______________________ 
 
Date of birth_____________________Social Security*__________/_______/__________ 

 
Phone number (home/cell/work)_________________ email__________________@_________ 
 
Address:_______________________________________________ APT________ 
 
City:________________________________________State________ Zip:__________________ 
 
Emergency Contact ___________________________Phone_____________________________ 
 

Preferred Pharmacy_________________________Phone*__________________________ 

 
DENTAL insurance information: 

 
Primary: 
 
Policy Holder Name:___________________________Date of Birth________________________ 
 
Employer____________________________________Insurance Company__________________ 
 
Address:_____________________________________Insurance Phone#___________________ 
 
Group or Policy #_____________________________ Contract ID/SS#_____________________ 
Secondary: 
 
Policy Holder Name:____________________________Date of Birth_______________________ 
 
Employer:____________________________________InsuranceCompany__________________ 
 
Address:_____________________________________Insurance Phone#___________________ 
 
Group or Policy #______________________________Contract ID/SS#_____________________ 


