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                                           Patient Registration
Patient’s Name_________________________________________________________________
Date of Birth______/______/______     Age______     Sex: Male [   ]       Female [   ]  
If a child, parent’s name__________________________________________________________
Address_______________________________________________________________________
City__________________________ State_____________________ Zip____________________
Email_________________________________________________________________________
Social Security__________________________________________________________________
Current Employer_______________________________________ Position_________________
Home Telephone___________________________ Work Phone__________________________
Cell Phone____________________________ Emergency Phone__________________________
Preferred Contact Method:   Home[  ]    Work[  ]      Cell[  ]        E-mail[  ]
Emergency Contact ____________________ Phone_______________________
Referred by____________________________________________________________________
Date of Last Dental Exam_________________ Date of Last Medical Exam__________________
Primary Insurance Information
[bookmark: _Hlk512986102]Name of Insured________________________ Relationship to Insured_____________________
Insured Social Security _____-______-_____ Insured Birth Date__________________________
ID # _________________ Group #_______________ Employer___________________________
Insurance Company____________________________ Insurance Phone #__________________
Insurance Address_________________________ City________________ State____ Zip_______
Secondary Insurance (If Applicable)
Name of Insured________________________ Relationship to Insured_____________________
Insured Social Security _____-______-_____ Insured Birth Date__________________________
ID # _________________ Group #_______________ Employer___________________________
Insurance Company____________________________ Insurance Phone #__________________
[bookmark: _GoBack]Insurance Address_________________________ City________________ State____ Zip_______
To the best of my knowledge, all information given is accurate.
Patient/Guardian Signature______________________  Date:_______________
427 8th Street South, Brookings, SD 57006   605-692-7788
www.BrookingsFamilyDentistry.com
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