
09:27 AMTIME

PATIENT REGISTRATION

DATE 9/18/2020

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Cell Phone

Primary Insurance Information

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

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:



ABOUT YOU
Your Employer:
______________________
 
Occupation:
________________________
 
How did you find us? (Circle One)
 
Google          Postcard        Insurance Website
Facebook                              Greene Resident                             
Outdoor sign                       Greene Employee
 
Current Patient:
______________________
 

Make sure you tell us who referred you so
they can receive a $50 account credit!

 
Emergency Contact:
 
Name: ________________________
 
Relationship: ____________________
 
Phone Number: __________________

Please fill out the form completely. It will help us help you more effectively. If you have any
questions at anytime, please ask us. We are happy to help!

Dental History

How long since you have seen a dentist? ____________________________
Are you currently in pain?
If so, please explain __________________________________________
Do your gums bleed or feel tender/irritated?
Are your teeth sensitive to hot, cold, sweets, pressure? 
Do you have headaches, earaches, or neck pains? 
Have you worn orthodontics?
Do you clench or grind your teeth?

Y                     N

Y                     N

Y                     N

Y                     N

Y                     N
Y                     N

Do you experience stress or 
anxiety when you visit

 a dental office?
Please circle which of the following best
describes the way you feel about today's

visit

I am not anxious
I am anxious but not much

I am anxious and wish I was
not here

I am so anxious that I would
leave if I could

I am so anxious that I cannot
describe how anxious I am




