
Registration Form 
 
 

Date: ___________________ Male____ Female____  Date of Birth:__________________ 
 
Name: ______________________________________________________ Social Security #: ________________________ 
 
Address: ____________________________________________________ Home Phone: _____________________________ 
                   House #                         Street                                              Apt # 
              
                _____________________________________________________      Cell Phone: _______________________________ 
               City                                                 State                              ZIP 
 
Email: __________________________________________      Texas Driver's License #: ______________________________ 
  
Employed by: __________________________________________________ Job position:_____________________________ 
 
Work phone:_________________________ Work Address:___________________________________________________ 
 

****************************** 
Dental Insurance Company: ______________________________________ Policy #:_________________________________ 
 
Dental Insurance Address: _________________________________________________________________________________ 
 
Name on Insurance Policy: ________________________________________ Ins Co Phone: ___________________________ 
 

******************************* 
Name of Spouse: ________________________________________________  Social Security #:______________________ 
 
Date of birth: _____________________________    Work Phone #:________________________ 
 
Spouse Employed by: _____________________________________________  
 
 

****************************** 
REFERRED TO OUR OFFICE BY:           CONTACT IN CASE OF EMERGENCY 
 
_______________________________________________          ____________________________________________________ 
Name                 Name 
 
_______________________________________________          ____________________________________________________ 
Address               Relationship 
 
_______________________________________________          ____________________________________________________ 
City   State  ZIP                      Phone 

 
********************************** 

What is your chief reason for coming to our office? ____________________________________________________ 
 
Are there any special conditions we should know about? ________________________________________________ 
 
METHOD OF PAYMENT:  CASH_____ CREDIT CARD______ CHECK_______ 
 
I understand and agree that, (regardless of my insurance status), I am ultimately responsible for the cost of my 
dental treatment.  I have read all the information on this sheet and have completed the answers.  I certify that this 
information is true and correct to the best of my knowledge. 
 
________________________________________________________ _________________________________  
Signature         Date 

 


