
Valley View Family Dentistry
G. William Godfrey, DDS                     Lee R. Reddish, DDS                      Michael W. Godfrey, DMD

PATIENT REGISTRATION FORM

Patient Name: ____________________________________________________ SSN: ______ - _____ - _______

Date of Birth: ____/____/____ Sex: ____ Marital Status: _____________ Name of Spouse: _________________

Address: _____________________________________________    ____________________________________
(Street)                                                                     (City, State, ZIP)

Contact Information: Home #:  ______________________ Work #: ______________________

Cell #: ______________________ E-mail address: ______________________________________________

Occupation: _______________________________ Employed By: _____________________________________

Employer Address: ______________________________________    ___________________________________
(Street)                                                           (City, State, ZIP)

Emergency Contact Name: _____________________________ Home #: _____________Other #: ____________

Who may we thank for referring you? _____________________________________________________________

Responsible Party (complete if different from patient)

Guarantor Name: ______________________________ Date of Birth: ____/____/____ SSN: _____-_____-_____

Relationship to Patient: _________________________ Address: ________________________________________

Phone #: ________________________ Employer Name: ______________________________________________

Employer Address: ____________________________________________ Employer Phone #: ________________

Primary Dental Insurance Company: _______________________________ ID Number: _____________________

Address: _____________________________________________ Group Number: __________________________

Policy Holder Name: __________________________________ Policy Holder SSN: ______-____-______

Policy Holder Date of Birth: ____/____/_____ Employer: _____________________________________________

Secondary Dental Insurance Company: ____________________________ ID Number: ______________________

Address: _____________________________________________ Group Number: __________________________

Policy Holder Name: _________________________________________ Policy Holder SSN: ______-____-______

Policy Holder Date of Birth: ____/____/_____ Employer: _____________________________________________

(OVER)


