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NEW HAVEN
DENTAL
PATIENT REGISTRATION

DATE:
Patient’s Full Legal Name: Preferred Name:
SSN: Date of Birth: Gender: OMale (OFemale
Address: Driver’s License#:
City: State: Zip: Home Phone:

Cell Phone
Marital Status: (OSingle (OMarried (ODivorced/Separated (OWidowed
Employment: (OFull-time (OPart-Time (ORetired Occupation: Employer:
Student Status: (OFull-time (OPart-Time School/College:
Emergency Contact: Emergency Contact Phone:

How were you referred to our office? (Olnsurance (OCurrent Patient (OMail/Brochure ()Other

Please specify referral:

Name of previous Dentist:

Do you require an antibiotic pre-medication for dental appointments? (OYes (ONo

What is your general state of health? Excellent Good Fair Poor

Name of current Physician:

Phone number of current Physician:

Preferred Pharmacy: Pharmacy Phone:
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INSURANCE AND BILLING INFORMATION

RESPONSIBLE PARTY

Person Responsible for this Account: Relationship to Patient:

SSN: Date of Birth: Gender: OMale (OFemale
Address: Driver’s License#:

City: State: Zip: Home Phone:

Email: Cell Phone:

Is the Responsible Party a Current Patient in Our Office? OYes ONo Employer:

If you have dental insurance, we will be happy to assist you in obtaining your benefits and will estimate your
benefits based upon your policy information. It is important, however, for you to understand that insurance
plans vary greatly so we cannot be certain what benefits your insurance company will pay. Any question over
coverage is ultimately the responsibility of your insurance company.

PRIMARY INSURANCE

Name of Policy Holder: Relationship to Patient:

SSN: Date of Birth: Gender: OMale (OFemale
Name of Policy Holder’s Employer: Employer Phone:

Insurance Company: Insurance Phone:

Policy Holder Member ID#: Group#:

SECONDARY INSURANCE

Name of Policy Holder: Relationship to Patient:

SSN: Date of Birth: Gender: OMale (OFemale
Name of Policy Holder’s Employer: Employer Phone:

Insurance Company: Insurance Phone:

Policy Holder Member ID#: Group#:

To the best of my knowledge, all of the preceding is correct. If | ever have a change in my health, medication, or medical condition, |
will inform the dentist at my next appointment. | authorize release of any information to my insurance company and/or other
providers involved in my treatment.

Signature: Date:
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