
CR Smiles Dental Center Patient Registration Form 

PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION 

Today's Date 

If This 
Appointment 
Is for YOU 
Start Here 

If This 
Appointment 
Is for YOUR 
Child 
Start Here 

Last Name 

Address 

City 

Home Phone No. 

Birthdate Age 

Married Single 

Social Security No. 

Email Address 

Today's Date 

Last Name 

Prefers to be called by 

Address 

City 

Home Phone No. 

Birthdate Age 

School 

Social Security No. 

First M.I.

State Zip 

Cell No. 

Male Female 

Divorced Widowed 

First M.I.

State Zip 

Cell No. 

Male Female 

Grade 

Patient Registration 

Dental Insurance 

PRIMARY DENTAL INSURANCE 

Insurance Company 

Phone# 

Group/Policy# 

Employers Name 

lnsured's Name 

D.O.B Relationship to Patient 

lnsured's Social Security No. 

SECONDARY DENTAL CARRIER (If Any) 

Insurance Company 

Phone# 

Group/Policy # 

Employers Name 

lnsured's Name 

D.0.8.
If your child's name and/or address are not the same as yours, 
please fill in the top box as well. 

lnsured's Social Security No. 

ACCOUNT INFORMATION 

Relationship to Patient 
Getting to Know You 

Address (If Not Same As Patient) Referred to Us By 

Ctty State Zip Person to Contact for Emergency Relationship 

Phone No. Ext. Home Phone No. Work Phone No. 

City State Zip 

Closest Relative Not Living With You 

Business Phone No. Ext. Phone No. 

Where And When Are The Best Times To Reach You City State Zip 

YOUR SPOUSE 

Name 
PLEASE TURN OVER AND SIGN 

Occupation Employer 

Business Phone No. Ext. 










