
 PATIENT REGISTRATION FORM 
(Please Print)        

1. PATIENT INFORMATION 
Patient’s Last Name      First  Middle ❑ Mr.    ❑ Mrs.     ❑ Dr. 

❑ Ms.    ❑ Miss  
Marital Status (Circle One) 

   Single  /  Mar  /  Div  /  Sep  /  Wid 

Social Security Number Birth Date Sex Home Phone No. Cell Phone No. 
          -              -         /           / ❑ M ❑ F  (          ) (          ) 
Street Address City State ZIP Code 
 
Email Address: Can we contact you by email?   ❑ Yes  ❑ No 
Are you Student?  ❑ Yes  ❑ No   ❑ Fulltime ❑ Part time Name of School:  School City:  
Employer  Occupation Work Phone No. 
  (          ) 
Chose Office Because/ REFERRED to Office by (Please check one 
box) ❑ Dr.   ❑ Ins. Co. ❑ Internet 

❑ Family/Friend  ❑ Close to Home/Work ❑ Fliers  ❑ Other  

Other Family Members Seen Here (Provide Names)  

2. INSURANCE INFORMATION (PLEASE GIVE YOUR INSURANCE CARD TO THE RECEPTIONIST) 
Person Responsible for Bill Birth Date Address (if different) Home Phone No. 
          /          /  

(          ) 
Is this person a patient here? ❑ Yes ❑ No  

Employer  Occupation Employer Address Work Phone No. 
   (          ) 
Is this patient covered by 
insurance? ❑ Yes ❑ No Do you have PPO/HMO Insurance ❑ PPO ❑ HMO 

Name of Primary Insurance ❑ Aetna ❑ Ameritas ❑ Blue Cross / 
Blue Shield of  ❑ Cigna ❑ Delta 

Dental of  

❑ Dentical ❑ DBP ❑ Dentemex ❑ Great West Life ❑ Guardian ❑ Humana ❑ Metlife ❑ Mutual Of Omaha 

❑ Principal ❑ Premier 
Access 

❑ 
Prudential ❑ Trustmark ❑ United 

Healthcare 
❑ United 
Concordia ❑ Other (Specify)  

Subscriber’s Name Subscriber’s S.S. # Birth Date Group # Insurance ID # Ins Phone 
         /       /   (          ) 

Patient’s Relationship to Subscriber ❑ Self ❑ Spouse ❑ Child ❑ Other (Specify)  
Name of Secondary Insurance (if applicable)  

Subscriber’s Name Subscriber’s S.S. # Birth Date Group # Insurance ID # Ins Phone 
         /       /   (          ) 

Patient’s Relationship to Subscriber ❑ Self ❑ Spouse ❑ Child ❑ Other (Specify)  

3. EMERGENCY CONTACT 
Name of Local Friend or Relative (not living at same address) Relationship to Patient Home Phone No. Work Phone No. 
  (           ) (           ) 

4. CONSENT FOR TREATMENT AND FIANANCIAL TERMS 
CONSENT FOR TREATMENT: I hereby grant authority to the Dentist(s) at Aarisha Dental to administer any treatment or administer such 
anesthetics and sedatives and to perform such operations as may be deemed in the diagnosis and treatment of this patient.  
 
TERMS AND CONDITIONS: The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the 
Dentist. I understand that I am financially responsible for any balance. I also agree to pay amount due promptly upon receipt  of statement. I also 
authorize Aarisha Dental or Insurance Company to release any information required to process my claims. 
 

X   

 PATIENT/GUARDIAN SIGNATURE DATE 
 



 
 

 
 

CLOVE DENTAL CARE 
 


