
 
 

 

PATIENT REGISTRATION 

 

On future visits, please be sure to update your medical history as needed. 

 

Patient Information:  

Mr./Ms./Mrs./Dr. First Name ___________________ M.I. ____ Last Name ________________ 

Date of birth: ____/_____/_____  SS#:_______-_______-_______ 

Email Address: _____________________________________ 

 

Address: 

Street: ____________________________________________________________________ 

City: _______________________ State: ___________________ Zip: __________________ 

 

Phones:      

Cell No.: ______________________ Home No.: __________________  

 

Occupation: ______________________ Employer: ______________________  

Years with Employer: ______________________ Business No.: _______________ 

 

Patient is: Single □   Married □   Widowed □   Separated □   Divorced □ 

 

Name of Spouse/Closest Relative: ______________________ 

Phone No. (if different than yours): ______________________ 

Relationship to you: ______________________ 

 

General Dentist: ____________________    

                             (First and Last Name)       

Referred by: _______________________ 

 

Name of Dental Office (if applicable):  _____________________________________________ 

 

Name of Primary Physician: __________________________ Phone No.: __________________ 

Date Last Seen: ________________ Reason: _________________________________________ 

 

Who is financially responsible for this account? 

Mr./Ms./Mrs./Dr. First Name ___________________ M.I. ____ Last Name ________________ 

Address (if different than patient’s): 

______________________________________________________________________________

Phones:      

Cell No.: ______________________ Home No.: __________________  

 

 



 
EMERGENCY CONTACT 

In case of emergency, contact: ___________________ Relationship: ____________________ 

Phones:      

Cell No.: __________________ Home No.: _______________ Business No.: _______________ 

 

 

REASON FOR THE VISIT 

Why did you select our office? ____________________________________________________ 

What is the reason for your visit today? What are your treatment priorities? 

______________________________________________________________________________

______________________________________________________________________________

_____________________________________________________________________________

Are there any obstacles or concerns to getting treatment done? (finance, medical condition etc.) 

______________________________________________________________________________

______________________________________________________________________________ 


