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TYLER BAKER, DMD

PATIENT REGISTRATION FORM

DATE: PLEASE PRINT
Patient Name:
Last First Middle Preferred Name
Address:
City: St: Zip:
Home Phone: Cell: E-mail:
Date of Birth: / / SS #: Sex: M / F

May we leave messages regarding your appointment and treatment on your voicemail, text messages and/oremail? Y / N
Martial Status: M / S / D / W
Full Time Student: 'Y / N Name of School:

RESPONSIBLE PARTY INFORMATION

Responsible Party Name:

If same as Patient write "Same" Last First Middle
Address:
City: St: Zip: Preferred Phone:
Emergency Contact: Phone: Relationship:
Preferred Pharmacy: Phone:

How Did You Hear About Our Office?

INSURANCE INFORMATION

Primary Insurance Carrier: Phone #:

Policy Holder Name: Sex: M / F Date of Birth:

ID #: Group #:

Employer: Relationship to Policy Holder: Self / Spouce / Child / Other

Fatient / Responsible Party Signature Date



