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REGISTRATION FORM
									
Section I:				Patient Information                          Date______________
[bookmark: _GoBack]
Name:___________________________________________________  Preferred name:___________________________

Address:____________________________________________City:_______________State:_________Zip:___________

Home Phone(______)_________________  Cell Phone(______)____________________

Email Address_________________________________ Employer ___________________Work Ph.____________________

Preferred Contact:    A.M.  P.M.  	Via  Home phone   Work phone  Cell phone  

Date of Birth:_______________ Social Security Number :__________________________  

Check Appropriate Box:     Minor      Single    Married/Life Partner    Widowed     Separated    Divorced

Emergency Contact Name:  __________________________________Phone:  _________________________________
Section II				Responsible Party (if child)

Relationship to Patient:   Parent      Other

Name:_____________________________________________________Date of Birth:____________________ 

Address:__________________________________________ City:___________ State:______ Zip:_____________  

Phone: (____)_______________ Work Phone(____)__________________ SSN#_____________________

Email Address_________________________________________________


Section III				Dental Questionnaire

How did you hear about Neo Dentistry? ____________________________________________________________________

Date of last dental visit? ____________________________

What is your immediate dental concern? ___________________________________________________________________

Are you happy with your smile? Y / N  If not, why? ___________________________________________________________

Are you interested in cosmetic work? Y / N _________________________________________________________________

Are you interested in whitening options? Y / N
Treatment Authorization: I authorize and consent for the dental services agreed between doctor and patient and/or their parents or guardians to be performed if deemed necessary & appropriate, including the use of local anesthesia and other medications as indicated. I certify that all of the information listed above is correct.
Patient Signature (over 18): _______________________________________  Date: ____________________
Parent/ Guardian Signature: _______________________________________Date: ______________________
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