	Folan Family Dental

Adult Patient Registration Form
Patient’s Name___________________________________________________________________________

                                                                     Last                                                       First                                                                  Middle 

Address_________________________________________________________________________________

                                             Street                                          Apt #                                            City                              State                              Zip

 Birth Date_______________  Cell Phone____________________ Home Phone________________________
 _____Single     _____Married     ______Partner     ______Widowed     _____Separated    _____Divorced

E-mail Address____________________________________   Social Security #______________________________

Employer_______________________________________ Occupation_____________________________________

Spouse/Partner Name ______________________________________________Birth Date____________________
If this is your first visit to our office, whom should we thank for referring you?_______________________________

If this is your first time to our office and you were not referred, how did you learn about us?____________________       
                                                           DENTAL INSURANCE INFORMATION

______ I do not have dental insurance and know I am responsible for any charges at Folan Family Dental.
Insured’s Name___________________________________________ Insured’s ID #__________________________

Insurance Company________________________________________ Group Number_________________________

Insurance Company Address:_____________________________________________________________________
                                                                                                                 Street                                                                    City                                  State                              Zip           

Do you have dual coverage?  Yes______   No______  If yes:
Insurer’s Name___________________________________________ Insurer’s  ID__________________________
Insurance Company Name:_______________________________________________________________________

Insurance Company Address:_____________________________________________________________________
                                                                                                                 Street                                                                    City                                  State                        Zip      

EMERGENCY INFORMATION

Name___________________________________________  Relationship___________________________

Address_______________________________________________________________________________

Cell Phone__________________________________ Home Phone________________________________ 
I have read Folan Family Dental’s Notice of Privacy Practices (HIPPA).

The information contained in this form is accurate to the best of my knowledge.

Signature:________________________________________________________ Date_________________ 




October 23, 2018


