Robert Lustbader DDS									Ph: 845-561-2213
425 Robinson Avenue									Fax 845-561-2411
Newburgh, NY  12550									www.RobertLustbaderDDS.com
PATIENT REGISTRATION FORM
PATIENT’S  INFORMATION
Date:										Home Phone#:				
Name:										SS#:					
Address:									Apt#:						
City:									State:			Zip:			
Sex:   [] M    []F      Age:		  Birthdate:			
Marital Status: [] Single     [] Married     [] Widowed    [] Separated     [] Divorced
Patient Employed By:						 	Occupation:					
Business Address:							 	Business Phone#:				
E-Mail Address:								 	Cell Phone #:				
Preferred Pharmacy & Town:						 	Pharmacy Phone#:			
Primary Physician & Phone#:						 Referred By:					
Name, Alternate Phone# & Relation of Emergency Contact:									

Name of Person Responsible for Account:										

Primary Dental Insurance:				Name of Person Holding Ins:					
Relation to Subscriber:  []Self   []Spouse   []Child    []Other		  Birthdate:		 SS#:				
Address (if different from above):							Phone#:					
City:									  State:		  Zip Code:			
Employed By: 										Occupation:			
Business Address:									Phone#:				
Insurance Carrier:													
Policy/Group #:							Subscriber/ID#:						

Secondary Dental Insurance:			Name of Person Holding 2nd Ins:						
Relation to Subscriber:  []Self   []Spouse   []Child    []Other		  Birthdate:		 SS#:				
Address (if different from above):							Phone#:					
City:									  State:		  Zip Code:			
Employed By: 										Occupation:			
Business Address:									Phone#:				
Insurance Carrier:													
Policy/Group #:							Subscriber/ID#:						
Please Complete Back of Page
