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PATRICIA A. LOTT

Patient Registration

(Please Print)
Home Phone

Date Work Phone
Cell Phone
Patient Name
Last First Middle Int. Preferred Name
Address
Street City State Zip
Sex Age DOB Marital Status S__ M__ D ___ W _

Patient SS#

Employer

Occupation

Name of Dental Insurance Co.

Member ID #

Primary Insurance

Group/Policy #

Guarantor’s Name

SS#

Guarantor’s Employment

Occupation

Name of Dental Insurance Co.

Member ID #

Secondary Insurance

Group/Policy #

Guarantor’s Name

SS#

Guarantor’s Employment

Occupation

Emergency Contact

Whom should we thank for referring you?

Phone Number

I agree to be responsible for payment of all services rendered on my behalf or my
dependents. I understand dental insurance may pay less than the actual bill for services.

Signature of patient or parent, if minor




Relationship to Patient




