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Dr. Barney’s Hawaiian Smiles
Thank you for selecting our dental healthcare team!  We will strive to provide you with the best possible dental care.  To help us meet all your dental healthcare needs, please fill out this form completely.  If you have any questions or need assistance, please ask – we are happy to help!
PATIENT REGISTRATION
	Date: 

	PERSONAL INFORMATION

Name: ____________________________________  Preferred Name: ___________________
Address: __________________________________________________________________

City, State, Zip Code: __________________________________________________________

Home Phone: _________________________    Cell Phone: ____________________________

Date of Birth: ____________________________   Age: ______________________________
Social Security Number: __________________    Female:  ____________  Male: _____________

Single: __________    Married: ___________   Divorced: ___________   Widowed: ___________

Email Address: ______________________________________________________________
How were you referred to our office:  _______________________________________________

	DENTAL INSURANCE

PRIMARY CARRIER
Insurance Company: __________________________________________________________

Group #: _____________________________    ID#: ________________________________
Employer Name: _______________________   Insured Name: __________________________
Insured ID#: __________________________  Insured SSN: ___________________________

Date of Birth: __________________________  Relationship to Patient: ____________________

SECONDARY CARRIER

Insurance Company: __________________________________________________________

Group #: _____________________________    ID#: ________________________________
Employer Name: _______________________   Insured Name: __________________________

Insured ID#: __________________________  Insured SSN: ___________________________

Date of Birth: __________________________  Relationship to Patient: ____________________


	ACCOUNT INFORMATION

Person Financially Responsible for Account: __________________________________________

Employer : _________________________    Occupation: ______________________________

Phone Number: ______________________

Spouse Name: _______________________

Employer: __________________________   Occupation: ______________________________

Phone: ____________________________
EMERGENCY CONTACT
Name: ____________________________    Relationship to Patient: _______________________

Phone Number: ______________________



