
 
ANDREW J. SPIRIDIGLOIZZI, D.D.S. 

10 North Park Place, Herkimer, NY  13350 
 

PATIENT REGISTRATION FORM 
 

I.  Patient Information 

Marital Status □Single Family Physician:__________________________________  Phone:________________ 

□Married 

Title:_______ Suffix :________ Sex: □M    □F   Date of Birth: _________________ Age: ________ 
 
 

Last:______________________      First:______________________     M:_____  Nickname:_______________________ 
 
 
Address: ___________________________________________________  City: ____________________________ 
 
 
State: ________________ Zip: ____________________  Driver’s License: ________________________ 
 
 
Home Phone: ____________________ Business Phone: __________________ Cell Phone: _____________________ 
 
 
Email: __________________________________  
 
 
Nearest relative not living with you:__________________________________ Phone:___________________________ 
 
 
II.  Employment Information 

 
 
Patient’s Employer: ______________________________________ Occupation: ____________________________ 
 
 
Employer Address: __________________________________________________________________________________ 
 
 
City/State/Zip__________________________________________________ Phone: __________________________ 
 
 
Responsible Party Name: _____________________________________________________________________________ 
 
 
Responsible Party Employer: _____________________________ Occupation: ____________________________ 
 
 
Employer Address: _________________________________________________________________________________ 
 
 
City/State/Zip__________________________________________________ Phone: __________________________ 
 
 
 



 
 
 
 
III.  Dental Insurance Information  

 
 

Primary: □None      Secondary:  □None 
 
 
______________________________________________ _____________________________________________ 
Subscriber   Name of Carrier  Subscriber   Name of Carrier  
 
 
______________________________________________ _____________________________________________ 
Group #   Group Plan   Group #   Group Plan 
 
 
______________________________________________ _____________________________________________ 
D.O.B.    Subscriber #   D.O.B.    Subscriber # 
 
 
______________________________________________ _____________________________________________ 
Primary: Yearly Maximum of Benefits    Secondary: Yearly Maximum of Benefits 
 
 
 
 
 
 
Pharmacy: _____________________________________ Phone: ______________________________________ 
 
 
 
 

 
 
 
 

 
 
Patient/Guardian:  ______________________________________________  Date: ____________________ 
     Print Name   
 

    ______________________________________________ 
     Signature 
 
 
 
 
Financial Coordinator: ___________________________________________  Date: ____________________ 
     Signature 


