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FAMILY DENTAL HEALTH 

PATIENT REGISTRATION 
 

Patient Information: 
 

First Name__________________    Last Name______________________ 
Preferred Name________________ 
Address: _____________________________________________________ 
City: ______________________    State/Zip__________________ 
Home Phone: _______________   Cell phone _________________ 
Employer:__________________    Employer Phone:____________ 
Birth Date: _________________    Sex:    Male  Female 
SSN #___________ 
Email: ______________________________________________________ 
(  )  Please check if you would like to receive appointment information by email 
 (  )  Please check if you would like to receive appointment information by text  

Insurance Information 
 

(Policy Holders) First/Last Name________________________________ 
Address: ____________________________________________________ 
City: _______________________       State/Zip_____________________ 
Home Phone: ________________ Cell Phone : _______________ 
Birth Date: __________________  
Insurance Company:_______________ 
Employer: _______________________ 
SSN OR Policy ID # _____________ 
Sex:   Male Female 
 
 
Emergency Contact: __________________ Phone: _____________________ 

 


