
Clifton Park Dental
Your family dentists in Clifton Park, NY

Joseph Roberto DDS • Traci A. Delwo-Roberto DDS  • Gary A. Iuliano DDS
531 Moe Road • Clifton Park, NY 12065 (P) 518-371-8206 • (F) 518-371-0479

www.cliftonparkdental.com

PATIENT REGISTRATION

PATIENT INFORMATION

Date ____________________________  Soc. Sec. # ______________________  Birthdate ___________________________

Name ___________________________________________________________  Home Phone ________________________
                      Last Name                   First name                      Initial 

Address _________________________________________________________  Cell Phone _________________________

City ____________________________  State   ________   Zip _____________  E-mail  ____________________________

Sex:  ⬜ M  ⬜ F        ⬜ Minor  ⬜ Single  ⬜ Married  ⬜ Long Term Partner  ⬜ Divorced  ⬜ Widowed  ⬜ Separated 

Employer ________________________________________________________  Business Phone ______________________

Business Address __________________________________________________  Occupation _________________________

Who should we thank for referring you? ___________________________________________________________________

In case of emergency, who should we contact? __________________________  Phone  _____________________________ 

PRIMARY INSURANCE

Person Responsible for Account __________________________________________________________________________
                                                                 Last Name                       First name                      Initial 

Relationship to Patient ______________  Birthdate _______________________  Soc. Sec. # _________________________

Address _________________________________________________________  Home Phone ________________________

City ____________________________  State   ________   Zip _____________  

Responsible Party Employed By ______________________________________  Business Phone ______________________

Business Address __________________________________________________  Occupation _________________________

Insurance Company ____________________________________________________________________________________

Insurance Company Address  ____________________________________________________________________________

Subscriber I.D. #   ____________________________________________________   Group #    



ADDITIONAL INSURANCE 

Insured Name _________________________________________________________________________________________
                                         Last Name                              First name                         Initial 

Relationship to Patient ______________  Birthdate _______________________  Soc. Sec. # _________________________

Address _________________________________________________________  Home Phone ________________________

City ____________________________  State   ________   Zip _____________  

Insured Employed By ______________________________________________  Business Phone ______________________

Insurance Company ____________________________________________________________________________________

Insurance Company Address _____________________________________________________________________________

Subscriber I.D. #  __________________________________________________  Group # ____________________________

ASSIGNMENT AND RELEASE

I hereby authorize payment directly to Joseph and Traci A. Roberto DDS, PLLC of all insurance benefits otherwise payable 
to me for the services rendered.  I understand that I am financially responsible for all charges, whether or not paid by 
insurance, and for all services rendered on my behalf or my dependents. 

I authorize the above doctor and/or any provider or supplier of services in this office to release the information required to 
secure the payment of benefits.  I authorize the use of this signature on all insurance submissions. 

Signature of Responsible Party _______________________________________  Date _______________________________


