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PATIENT REGISTRATION   Date: ___________ 
 

WELCOME TO OUR PRACTICE 
Thank you for choosing us. Our goal is to provide you with quality dental care and personal attention to ensure 
your continued good health. We are committed to providing our patients with state of the art care in a comfortable; 
relaxing and friendly environment. It is our goal to conduct a comprehensive review of your dental records in 
order to determine the proper treatment for you. After we finish gathering all pertinent information, Dr will review 
with you all findings. We will discuss all treatment in detail, including benefits, risks, and alternatives at a separate 
consultation visit. It is our desire for you to leave our office with a full understanding of your treatment and with 
all questions answered. Once we have determined the best treatment plan, our staff will assist you with any 
appointment and scheduling needs and attempt to assist you with any insurance questions you may have.  
We look forward to meeting you & thank you for choosing us for your dental health needs J 
 
**REMINDER** we will need any current X-rays you may have from a previous dentist, prior to seating you. 
(Current is <1yr old for Bite Wings or <3yr for Panoramic Film or <3 yr for Full Mouth Series). 
 
Just a couple of items to take care of: Please fill out all the following paperwork. (HIPPA and Financial Policy 
you will sign in computer in office) in addition we would like you to fill out questions below. Thank you & have 
a great day J 
 
NAME:  ____________________________________________             DATE: _______________ 
 

DENTAL HISTORY 
 
May we ask who referred you to our office 

__________________________________________________________ 

Reason for today’s visit 

__________________________________________________________________________ 

Former Dentist_______________________ Date of last dental visit____________ Date of last X-

rays___________ 

Immediate Dental 

Concerns______________________________________________________________________ 

Long Term Dental 

Concerns______________________________________________________________________ 

Your Dental 

Goal_______________________________________________________________________________ 
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Patient Information: 

First Name: ________________________Last Name: ____________________________Middle Initial: _____ 

Preferred Name: _________________________________ 

Address: ___________________________________________________________ Apt # __________ 

City, State, Zip: ___________________________________________________________________________ 

Home Phone: ________________Work Phone: _________________ Cell Phone: _______________________ 

Sex: ○ Female ○ Male  Birth date: _______________  Social Security # ______________________ 

E-mail: ______________________________________  

Patient is:   □ Responsible Party   □ Policy Holder 

Preferred Pharmacy: ____________________________ Referred By: ______________________________ 

Responsible or Insured Party: (if different from the patient above) 

First Name: ________________________ Last Name: ____________________________ Middle Initial: ______ 

Address: ___________________________________________________________ Apt # __________ 

City, State, Zip: ___________________________________________________________________________ 

Home Phone: ________________Work Phone: _________________ Cell Phone _______________________ 

Birth date: ________________       Social Security # _________________________ 

     

○ Responsible Party is Policy Holder for Patient ○ Primary Policy Holder ○ Secondary Policy Holder 

 

Primary Insurance Information: 

Relationship to Insured: ○Self  ○Spouse  ○Child   ○ Other 

Insurance ID# _________________________________  Insured Birth date: _____________________________ 

Employer: ____________________________________ Insurance Company: ___________________________ 

        

Secondary Insurance Information:    

Relationship to Insured: ○Self  ○Spouse  ○Child   ○ Other 

Insurance ID# _________________________________  Insured Birth date: _____________________________ 

Employer: ____________________________________ Insurance Company: ___________________________ 
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