
PATIENT REGISTRATION AND INFORMATION 

 
PATIENT INFORMATION 
 
Name: _______________________________________ Birth Date: __________ Age:________ Sex:____ 

Nickname:____________________________________ 

Address: _____________________________________City:____________________State:_____Zip_____ 

Social Security #:_________________________________  

Physician’s Name:_______________________________  

Preferred Dentist (if applicable): ____ Weaver ____Williams 

 

PARENT/GUARDIAN INFORMATION 

Parent/Guardian Name:_________________________________________________________________ 

Relationship to Patient:__________________________________________________________________ 

Home Phone:______________________ Cell:______________________ Work:____________________ 

 

DENTAL INSURANCE INFORMATION 

Policy Holder’s Name:_______________________________ Birth Date:___________________________ 

Social Security #:___________________________________ Employer:___________________________ 

Insurance Company:________________________________ ID #:________________________________ 

Group #:_____________________________ Provider Phone #:__________________________________  

Claims mailing address:__________________________________________________________________ 

 

SECONDARY DENTAL INSURANCE (If applicable) 

Policy Holder’s Name:_______________________________ Birth Date:___________________________ 

Social Security #:___________________________________ Employer:___________________________ 

Insurance Company:________________________________ ID #:________________________________ 

Group #:_____________________________ Provider Phone #:__________________________________  

Claims mailing address:__________________________________________________________________ 

 


