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PATIENT REGISTRATION 

How did you hear about our office? _______________________________________________ 

Patient Information 

First Name: _____________________________ Last Name: _____________________________ Middle Initial: ___________ 

Preferred Name: _________________________      Birth Date: __________________________         Sex: ○ Female   ○ Male 

Address: _____________________________________________________________________________________________ 

City, State, Zip: ________________________________________________________________________________________ 

Home Phone: ______________________ Work Phone: ____________________ Cell Phone: __________________________ 

Social Security #:_______-________-_______ Driver’s License #:__________________________ 

Marital Status: □Married    □Single   □Divorced    □Separated    □Widowed      □ I would like to receive TEXT correspondences 

E-mail:________________________________________________     □ I would like to receive EMAIL correspondences 

Employment Status: □Full Time   □Part Time   □Self Employed    □Retired    □Unemployed 

Student Status:  □Full Time  □Part Time      School Name: _______________________________________________________ 

Preferred Dentist: __________________ Preferred Hygienist: _____________________ Preferred Pharmacy: _________________  

Emergency Contact Name: ___________________ Relationship to Patient: ______________ Phone #:_______________________ 

□ I am the patient and the person responsible for payment. 

Responsible Party (Person responsible for payment - If someone other than patient) 

First Name: _____________________________ Last Name: ______________________________ Middle Initial: _____________ 

Relationship to Patient: □Self   □Spouse   □Child   □Other: _____________ Birth Date: __________________ 

Address: _________________________________________________________________________________________________ 

City, State, Zip: ____________________________________________________________________________________________ 

Home Phone: _______________________ Work Phone: _________________________ Cell Phone: ________________________ 

Social Security #:_______-________-_______ Driver’s License #:___________________________ 

□ Responsible Party is Policy Holder for Patient   □ Primary Policy Holder    □ Secondary Policy Holder 

Employment Status: □Full Time   □Part Time   □Self Employed    □Retired    □Unemployed 

Primary Dental Insurance Information 

Name of Insured: _________________________________ Relationship to Insured: □Self   □Spouse   □Child   □ Other 

Employer ID: ___________________________________ Carrier ID: _________________________________________ 

Insured Social Security #: _______-________-_______ Insured Birth Date: ___________________________________ 

Employer Name: _________________________________ Insurance Company Name: ____________________________ 

Employer Address: _______________________________ Insurance Co. Address: ________________________________ 

City, State, Zip:__________________________________ City, State, Zip:______________________________________ 

Authorization and Release 

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately 

answered. I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information 

including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such dental care to 

third party payors and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist. I understand that 

my dental insurance may pay less than the actual bill for services. I agree to be responsible for payment of all services rendered on my behalf or 

my dependents. 

X_______________________________________________________________________________ DATE: __________________________________ 

Signature of patient (or parent/guardian if minor) 



REVISED: APRIL 2016 

 

 

 

 

GENTLE DENTAL CARE MEDICAL HISTORY FORM 


