Dr. Susan D. King & Associates, P.A.
PATIENT REGISTRATION
First Name: __________________________________Last Name:_____________________________ Middle Initial:_____________
Preferred Name: ________________________________________  
Patient Is:    [image: image1.wmf]Policy Holder

[image: image2.wmf]Responsible Party   



Responsible Party (if someone other than the patient):
First Name: __________________________________Last Name:_____________________________ Middle Initial:_____________
Address: _____________________________________________________ Address 2:_____________________________________
City, State, Zip:______________________________________________________________________________________________
Home Phone: _______________________ Work Phone: _______________________ Ext: ______Cell: _______________________
Birth Date: _________________________ Soc Sec: ___________________________ Drivers Lic: ___________________________
 [image: image3.wmf]Responsible Party is also a Policy Holder for Patient

    [image: image4.wmf]Primary Insurance Policy Holder

    [image: image5.wmf]Secondary Insurance Policy Holder



Patient Information
Address: _____________________________________________________ Address 2:_____________________________________
City, State, Zip: ______________________________________________________________

Home Phone: _______________________ Work Phone: _______________________ Ext: ______Cell: _______________________
Birth Date: _________________________ Soc Sec: ___________________________ Drivers Lic: ___________________________
E-mail: ___________________________________________________________ [image: image6.wmf]I would like to receive correspondence via email


Employment Information
Employer Name: _________________________________________________________  Occupation: ________________________
Employment Status: [image: image7.wmf]Full Time 

[image: image8.wmf]Part Time



 CONTROL Forms.CheckBox.1 \s [image: image9.wmf]Retired


Student Status:
[image: image10.wmf]Full Time 



 CONTROL Forms.CheckBox.1 \s [image: image11.wmf]Part Time


Preferred Dentist: _________________________________ 
Preferred Hygienist:  ____________________________________
Preferred Pharmacy: _______________________________
Pharmacy Phone: _________________________
Primary Insurance Information
Name of Subscriber: _______________________________ Patient’s Relationship to Subscriber:[image: image12.wmf]Self



 CONTROL Forms.CheckBox.1 \s [image: image13.wmf]Spouse



 CONTROL Forms.CheckBox.1 \s [image: image14.wmf]Child
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Subscriber Soc Sec.: _________________________________________ Subscriber Birth Date: ______________________________
Subscriber ID #: ______________________________________            Ins. Company: ____________________________________

Employer: ___________________________________________
       Group Number:  __________________________________
Address:_____________________________________________
       Address:_________________________________________
City, State, Zip: _______________________________________
       City, State, Zip: ___________________________________
Secondary Insurance Information (if applicable)
Name of Subscriber: _______________________________ Patient’s Relationship to Subscriber:[image: image16.wmf]Self
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 CONTROL Forms.CheckBox.1 \s [image: image18.wmf]Child



 CONTROL Forms.CheckBox.1 \s [image: image19.wmf]Other


Subscriber Soc Sec.: _________________________________________ Subscriber Birth Date: ______________________________
Subscriber ID #: ______________________________________            Ins. Company: ____________________________________

Employer: ___________________________________________
       Group Number:  __________________________________
Address:_____________________________________________
       Address:_________________________________________

City, State, Zip: _______________________________________
       City, State, Zip: ___________________________________
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