PATIENT REGISTRATION

NAME _______________________________________________________
ADDRESS __________________________ Email ____________________
City_________________ ST______ Zip________ Marital Status _________
PHONE:  Home_____________ Cell______________
BIRTHDATE_________________AGE________ SSN_____-____-______
Parent name if patient is a minor __________________________________

Employer___________________________Occupation ________________
Business Telephone________________________ ext __________________

Dental Insurance Information
Insurance Company Name __________________Phone#_____________
Employee ________________________________Group# _____________

Member # or SSN ______________________Birth date ______________
**Dr. Rich is not a contracted provider with any insurance company.** 
Secondary Insurance

Insurance Company Name ______________________________________

Employee________________________________Group # _____________
Member # or SSN ______________________Birth date______________

Have we seen anyone in your family? _____________________________

Who can we thank for referring you to our office? __________________                
