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

PATIENT REGISTRATION FORM
CHILD

Patient Name: _____________________________________________ Date of Birth: ____/____/____ Sex: ______
Address: __________________________________________         _______________________________________

(Street)                                                                        (City, State, ZIP)
Home #: _________________________ Cell #: _______________________________ SSN: __________________

MOTHER

Name: ___________________________________________________ Date of Birth: ____/____/____
Address (if different): _________________________________________    __________________________________

(Street)                                                              (City, State, ZIP)
Home #: ________________________ Cell #: ________________________ Work #: ________________________
Occupation: __________________________________ Employed By: ______________________________________
Employer Address: ___________________________________________     _________________________________

(Street)                                                               (City, State, ZIP)
FATHER

Name: ___________________________________________________ Date of Birth: ____/____/____
Address (if different): _________________________________________    _________________________________

(Street)                                                              (City, State, ZIP)
Home #: ________________________ Cell #: ________________________ Work #: ________________________
Occupation: __________________________________ Employed By: ______________________________________
Employer Address: ___________________________________________ _________________________________

(Street)                                                               (City, State, ZIP)

Responsible Party (Complete if different from patient)

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

Relationship to Patient: _________________________ Address: ___________________________________________
(Street, City, State, ZIP)

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)


