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PATIENT REGISTRATION FORM 

 
 
Patient Name: ____________________________________________________________________ 
Date of Birth: _____/_____/_____ Sex: M / F Social Security Number: _______-______-________ 
Address:_________________________________________________________________________ 

(Street)     (City/State/Zip) 
Home Phone: (______) ________-____________ Cell Phone: (______) _________-____________ 
Employer Name: ________________________Employer Phone Number: (_____) ______________ 
Employer Address: ________________________________________________________________ 

(Street)     (City/State/Zip) 
General Dentist: __________________________________________________________________  
    (Name)    (Number) 
Nearest Pharmacy _________________________________________________________________ 

(Name)    (Number) 
 
  
Person responsible for bill or parent (Complete only if different from patient) 
Guarantor Name: ___________________________ Social Security Number: _____ - _____ - _____ 
Relationship to Patient:: ( ) self, ( ) spouse, or ( ) parent Date of Birth: _____/_____/_____ 
Address: _________________________________________________ Phone Number: __________ 
Employer Name: _____________________________ Employer Phone Number: (___) __________ 
Employer Address: ________________________________________________________________ 

(Street)      (City/Street) 
 
Whom to call in case of an emergency: 
Name: ________________________________ 
Address:____________________________________________ 
Home Phone: (______) _______ - ________ Work/Cell Phone: (___) _______-_______  
Relationship: ________________ 
 
INSURANCE INFORMATION 
Plan Name: _____________________________________ I.D. Number: _____________________ 
Address: _______________________________________ Group Number: ___________________ 
Policy Holder: ___________________________________ Effective Date: ____________________ 
Policy Holder’s Social Security Number: _________ - ________ - ________ 
Policy Holder’s Date of Birth: _____/_____/_____ Sex: M / F 
 
 
I authorize the release of any medical information necessary to process this bill to my insurance 
company, and request payment of benefits to Essential Endodontics. I acknowledge that I am 
financially responsible for payment whether or not covered by insurance. 
 
 
Signature: _____________________________________________ Date: _____________________ 
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