Patient RegistrationRIVER STREET
DENTAL


Please Print

First Name: ___________________________________________________
Last Name:_________________________________ Middle Initial:_______
Preferred Name: ___________________________ Birth Date: ______________________ SS#:_____________________
Address:____________________________________________City:___________________________________________  
State: __________Zip:_________________  Referred by: ___________________________________________________
Home Phone:_____________________________________  Work Phone:______________________________________
Cell Phone(s):_____________________________________ Email Address: _____________________________________
Preferred Contact Method: ____________________________ Driver’s License #:________________________________
[bookmark: _GoBack]Marital Status:    S     M     D     W              ___ Male     ___ Female          Patient is:     __Policy Holder     __Responsible Party             
Patient’s Employer: __________________________________________________________________________________ 
Spouse: ___________________________________________ Spouse’s Birth Date: _______________________________
Emergency Contact Person and Number: ________________________________________________________________
Person Responsible For Payment If Different Than Above
Last Name: _______________________________________First Name:________________________ Middle Initial:____
Address:____________________________________________City:___________________________________________  
State: __________Zip:_________________ Marital Status:    S   M   D   W             ___ Male     ___ Female  
Home Phone:_____________________________________  Work Phone:______________________________________
Cell Phone(s):_____________________________________ Email Address: _____________________________________
Birth Date:___________________  SS#:_______________________ Driver’s License #:____________________________
Relationship to Patient_________________________________ Employer ______________________________________
Consent For Care Of Minors (under age 18)
By signing below I authorize my son/daughter to be treated by River Street Dental in the event that I am not present.  Treatment may include but is not limited to Cleanings, Exams and Fillings.  Consent is in place until revoked in writing.
Guardian’s Signature__________________________________________________  Date:_________________________

Consent and Acknowledgement of the above information is in place until revoked in writing. 
