
WELCOME... Thank You For Selecting Our Dental Team	      Date _____________                        	

Patient Name __________________________________________ Nickname  _________________
		  Last	 	 	 First	 	          MI

Birth date  ____/____/____  Age ______ Gender ________	 Social Security ___________________

Home Address ____________________________________________________________________
			   Street	 	 	 	 City	 	 State	 	 Zip

Home Phone (       )_______________ Work (       )_______________ Cell (       )_______________
Employer _____________________  Address ___________________________________________
Driver’s License _____________  Other family members seen by us _________________________
Whom may we thank for referring you?________________________________________________

Spouse / Parent / Guardian Information
His/Her Name ___________________ Birth date  ___/___/___ Social Security_________________
Employer __________________ Home (       )_______________ Driver’s License ______________

Emergency Contact Not Living With You
Name  __________________________ Relation _______________ Home (       )_______________
Home Address ____________________________________________________________________
			   Street	 	 	 	 City	 	 State	 	 Zip

Insurance Information

Primary Insurance ____________________ Phone (       )_______________ Group _____________
Insurance Co. Address ______________________________________________________________
			   PO Box/ Street	 	 	 City	 	 State	 	 Zip

Insured’s Name _________________ Insured Social _______________ Birth date ____/____/_____
Insured’s Employer _______________Employer Address __________________________________

Secondary Insurance _____________________ Phone (       )_______________ Group __________
Insurance Co. Address ______________________________________________________________
			   PO Box/ Street	 	 	 City	 	 State	 	 Zip                                   

Insured’s Name __________________ Insured Social ______________ Birth date ____/____/_____
Insured’s Employer ______________ Employer Address __________________________________

Appointments: Our office understands how valuable your time is. We strive to have our patients seen on 
time. We accommodate your schedule as much as possible when making appointments. Valuable clinical time 
is lost when appointments are missed or cancelled with short notice (less than 24 hours). You will be charged 
$50.00 per appointment for no show or short notice cancellations.
If You Have Dental Insurance: Dental insurance policies are very different. Most require an an-
nual deductible. We will give you an approximate dollar amount of your portion owing after insurance. Your 
portion of uncovered expenses are due at time of your appointment. We cannot guarantee insurance payment. 
You will be billed for total treatment charges for insurance non-payment which is 90 days past due.
If You Do Not Have Dental Insurance: Payment is required at the time dental services are per-
formed. You are financially responsible for the services you receive.

I Have Read And Understand The Above Policies 

Signature _________________________________________  Date ____/____/_____
New Patient Registration Form




