PHILLIP S. ZEIP, D.D.S.
3315 Mission Drive Ste. A
Santa Cruz, CA 95065   
  Phone: (831) 475-3853    phillipzeipdds.com
	
PATIENT REGISTRATION FORM---PLEASE PRINT CLEARLY

Welcome to Dr. Phillip S. Zeip’s dental office.  Dr. Zeip and staff are highly complimented that you have selected this office to provide dental care for you and your family.


PATIENT’S NAME:___________________________________________  SS#:_______________________

											        (FOR INSURANCE  ONY)

Whom may we thank for referring you?_____________________________

Street Address:________________________________________________________________________

[bookmark: _GoBack]City:_________________________________________ State:_________________ Zip code:__________

Home Phone:_____________________  Cell Phone:________________ Work Phone:______________

PATIENT’S EMAIL:_________________________________________________________________

Birthdate:_____________________   M      F     Age:_______________

Patient Employed By:____________________________ Occupation:_____________________________

Spouse’s Name:_________________________________ Spouse’s Phone:__________________________

Previous Dentist:_______________________________ Phone Number:____________________________

PRIMARY INSURANCE CO:________________________EMPLOYER?______________________________

POLICY HOLDER NAME:______________________________ POLICY HOLDER DOB:________________

POLICY HOLDER SS#:_________________________________ RELATIONSHIP:______________________

Name of Secondary Ins. Co:___________________________Employer:___________________________

Policy Holder Name:_________________________________ Policy Holder DOB:__________________

Policy Holder SSN:_____________________________________ Relationship:______________________

If Patient is a Minor:
Father’s Name:_____________________________________ Mother’s Name:_____________________

Address:__________________________________________ Address:____________________________

Phone:____________________________________________ Phone:_____________________________

DOB:_____________________ SS#___________________  DOB:_____________ SS#_______________

In case of emergency, who should be notified?_____________________________________________


KINDLY PROVIDE 48 HOURS CANCELLATION NOTICE TO AVOID 
A CANCELLATION/ NO SHOW FEE.
