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Carolina Center for Cosmetic Dentistry 

 
Patient Registration 

 
 
First Name_____________________   Last Name_____________________________ 
 
Address_________________________________________________________________
_______________________________________________________________________ 
 
Home Phone_____________________  Work Phone_____________________________ 
 
Cell Phone_______________________ 
 
Birth Date____________________ Social Security Number ___________________ 
 
Responsible Party: 
First Name_____________________   Last Name_____________________________ 
Address_________________________________________________________________
_______________________________________________________________________ 
Home Phone_____________________  Work Phone_____________________________ 
Cell Phone_______________________ 
Birth Date____________________ Social Security Number ___________________ 
 
Primary Insurance Information: 
 
Name of Insured _____________________________________ 
Relationship to Insured ___________________   Insured SSN:____________________ 
Insured Birth Date _______________________ 
Employer _______________________________ 
Insurance Company ______________________________________________________ 
Address_________________________________________________________________
_______________________________________________________________________ 
Phone _____________________________ 
 
Secondary Insurance Information: 
 
Name of Insured _____________________________________ 
Relationship to Insured ___________________   Insured SSN:____________________ 
Insured Birth Date _______________________ 
Employer _______________________________ 
Insurance Company ______________________________________________________ 
Address_________________________________________________________________
_______________________________________________________________________ 
Phone _____________________________ 


	Responsible Party:

