
DENTAL 
REGISTRATION 
AND HISTORY 
(PLEASE PRINT) 

Date _ Home Phone (__) _ Cell Phone (--J =,__­

PATIENT INFORMATION 

,Name ~S/HIC/PatientlD #,-- ~-,----'--,__--'-
Last Name Fiest Name'" Middle Initial 

Addeess _--.,__-------_----'------'-------_---------- E~mail _-'----'---------'---'-----_'----'-'----'--,--_ 

City ,--__~_,--_-----'-'-"'------__----'-'-------'-- State __----'_,Zip_-----'------'----_----'----- ­

Sex 0 M ,OF Age Birthdate ~__-,__- o Married o Widowed [] Single' o Min6r 
o Separated o Divorced o Part~eredf6r _,__ years 

Patient Employer/School ,Occupation __-----'-----_----'-----_-----'-- ­


Employer/School Address ----------- ,Empl()yer/School,Ph6he (_'_,_) _,__-'----'---_
 

Whommaywe~ank~rr~e~ng~u?~·--------------'-------'-------------------'--- ___'______'___ ­

In case of emergency who should be n6tt~ied? ___'___ _,_ Phone (__) -,-----'-'--------'-'- ­

PRIMARY INSURANCE 

Person Responsip!~ for Account ---'---;'-::-:"'r::-::-:_---------'-------"----'-----------='=..-.::c~-----'------
, ,Last Name' , First Name Middle Initial 

Relation to Patient _____'___ ---- 8ifthdate Soc, Sec, # ------_,_---,-­

Address, (If differentlrompatient's) -:- __--'----'--_"---,-_---:---,-_--'--_~ PhOne (_,__),-,'_ ___'_'_~__----'-'-~--,__~ 

, Gity___'_'_ -----~_,--,------'-'--~-~----~--- ,8tate Zip '-'_,__---------'- ­

Person Responsibfe Employed by -------'-----_- Occupation _____'______'___ -----'----------'--- ­

Business Phone (__) ----''----'----'------''-''-' ­Business Address _------'---------------_-------'----'----,- ­

Insurance Company ----'---------------'-------_-----_------------'------,_,_----__ 

" Oontract'if ___'_____ Gr6u~ # _ Subscriber #_ ___'___ -----'----------'-----~ 

Names olother dependents ,covered under this plan -----'-------------'------'------------,.,-_--------- ­

ADDITIONAL INSURANCE . 

. Is patieptcovered by additional insurance? 0 Yes 0 No 

'. Subscriber Name _'---'----'--- ------'-'---, , Birthdate __---'--- _ Relation to Patient__------------'------'----, ­

Addres,s (If different from patient's) ,Phone C-'__,) _,__----'-------,-- ­

City_,',.,,-- ---'---~,__,__-----,__-,__----,__,-----'----'-- State_'____'_---'---_ Zip _--' ,__---'-----

SubsCriber Employed by --'-----'------'--- -----_---- Business Phone (_,_"'_) ___'_____---- ­

Insurance Company _ ___'___'-- -------------'-------'--------- Soc, Sec. # __'____'_'____'__-----'------,---~ 

Group # ­Contract'#~. ___'______'______'___ ---~ Subscriber # _---'__------'------'---_------'---~ 

Names 'of other dependents covered under this.plan __-------'-------------------------'----_-----'-----_ 

ASSIGNMENT AND RELEASE 

I certify that I, andi6r my dependent(s), have insurancecoverag.e with andassjgn directly to 
, , Name of Insurance Cornpany(ies)" .. 

Dr. all insurance benefits; if any, otherWise payable tome for services rendered, I understand 
that lam financially responsible for all charges whether or not paid by: insurance, I autho(ize the use of my signature on all insurancesubmis,sions. 

The above-named doctor may use my health c,are inf~rmation and maydisciose such information to the above-named Insurance Compahy(ies) and 
their agents for the purpose of oblainingpayment ,for services and d,eterm,ining insurance benefits or the benefits, payable for related services. This 

, ·consent'will end when my current treatment.plan is c0m.pleted or one year from the date signeq below: ' , 

Signatur~..of Patient, Parent, Guardianor Pers'onal Representatiye Dat.e 

Please print name of Patient, Parent, Guardian or Persona! Representative Relationship to Patient 
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