
 

Dental Registration and History 
Thank you for choosing us. We appreciate your business. 

 

PATIENT INFORMATION 

Patient’s name:   
! Mr. 
! Mrs. 

! Miss 
! Ms. 

Marital status (circle one) 

 Single  /  Mar  /  Div  /  Sep  /  
Wid 

Preferred name: Birth date: Sex: 
! M ! F 

   

Street address: 
 

P.O. Box 
 

Social Security no: 
 

City  State Zip Code Preferred contact method 

   !Home          !Cell               !Email 
E-mail: 
 
 

Home phone :                                        Cell phone: 
(        )                                                     (        ) 
 

Occupation: Employer: Employer phone no.: 

   

Spouse or Parent Name: 
 

Relationship: 
 

Home phone:              Cell phone: 
(        )                          (        ) 

Birthdate:     
 

Social Security no: 
 

Employer: 
 

Occupation: 
 

Chose clinic because/Referred to clinic by (please check one box): ! Dr.  ! Insurance Plan ! Family 

! Friend ! Website         ! Yellow Pages        !Other    

 

DENTAL INSURANCE 
Person responsible for bill: Relationship: Home phone no.: 
             (          ) 

Employer: Occupation: Employer phone no.: 
  (          ) 
Insurance Company:      
      
Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Policy no.: 
         /       /   
Name of secondary insurance (if 
applicable): Subscriber’s name: Group no.: Policy no.: 

    
 

IN CASE OF EMERGENCY 
Name of local friend or relative (not living at same address): Relationship to patient: Home phone no.: Cell phone no.: 
  (          ) (          ) 
I, the undersigned certify that I (or my dependent) have insurance coverage and assign directly to Martin E. Poarch, DDS, all insurance 
benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or 
not paid by insurance. I hereby authorize the doctor to release all information necessary to secure the payment of benefits. I authorize 
the use of this signature on all insurance submissions. 
 
Responsible Party signature:_______________________________________________________________________Date:_________ 



 
 
 


