
FOY	
  DENTAL	
  CARE-­‐Patient	
  Registration	
  
LAST	
  NAME:________________	
  FIRSTNAME:_______________	
  MIDDLE	
  INIT:___	
  	
  NAME	
  CALLED:_______________	
  

STREET	
  ADDRESS:_________________________	
  	
  APT	
  OR	
  SUITE	
  #:__________	
  	
  SS	
  #:________________	
  

CITY:__________________	
  	
  STATE:_______________	
  	
  ZIP:____________	
  

HOME	
  PHONE:________________	
  WORK	
  PHONE:	
  ________________	
  	
  CELL	
  PHONE:	
  ________________	
  

EMAIL:___________________________________	
  DATE	
  OF	
  BIRTH:_______________	
  

GENDER:	
  	
  	
  M	
  or	
  F	
  	
  	
   MARITAL	
  STATUS:	
  	
  	
  	
  Single	
  	
  	
  	
  Married	
  	
  	
  	
  	
  Divorced	
  	
  	
  	
  Widowed	
  

EMPLOYER:_________________________	
   ETHNICITY:	
  ____________________	
  

	
  

PRIMARY	
  INSURANCE	
  INFO:	
  

NAME	
  OF	
  INSURANCE	
  COMPANY:_________________________	
  	
   TELEPHONE	
  #:__________________	
  

INSURANCE	
  COMPANY	
  ADDRESS:	
  ________________________________________________________________	
  

NAME	
  OF	
  INSURED:	
  _________________________	
   PATIENTS	
  RELATION	
  TO	
  INSURED:__________________	
  

CONTRACT	
  #:______________________	
  	
  	
  	
  	
  	
  GROUP	
  #:___________	
  	
   EFFECTIVE	
  DATE:_______________	
  

	
  

SECONDARY	
  INSURANCE	
  INFO:	
  

NAME	
  OF	
  INSURANCE	
  COMPANY:_________________________	
  	
   TELEPHONE	
  #:__________________	
  

INSURANCE	
  COMPANY	
  ADDRESS:	
  ________________________________________________________________	
  

NAME	
  OF	
  INSURED:	
  _________________________	
   PATIENTS	
  RELATION	
  TO	
  INSURED:__________________	
  

CONTRACT	
  #:______________________	
  	
  	
  	
  	
  	
  GROUP	
  #:___________	
  	
   EFFECTIVE	
  DATE:_______________	
  

	
  

HOW	
  DID	
  YOU	
  HEAR	
  ABOUT	
  US?	
  	
  	
  RADIO	
  	
  	
  TV	
  	
  	
  	
  PHONE	
  BOOK	
  	
  	
   INTERNET	
  	
  	
  	
  	
  DRIVING	
  BY	
  &	
  SAW	
  OUR	
  SIGN	
  

OR	
  WHO	
  MAY	
  WE	
  THANK	
  FOR	
  REFERRING	
  YOU:____________________________________	
  

	
  

EMERGENCY	
  CONTACT	
  INFO:	
  	
  	
  

NAME:______________________	
  	
  RELATIONSHIP	
  TO	
  PATIENT:______________	
  TELEPHONE:_____________________	
  

	
  



	
  


