
	   	   	  

571	  Wessel	  Drive;	  Fairfield,	  Ohio	  45014	  
(513)	  939-‐3200	  

DentistryontheVillageGreen.com	  	  

Patient	  Registration	  

Date:____/_____/______	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  

Patient’s	  First	  Name:________________________	  	  Last	  Name:__________________________	  	  MI:____	  	  	  	  

Street	  Address:_______________________________	  	  City,State,Zip:_____________________________	  

Primary	  Phone	  #:_________________________________	  	  	  Home	  	  	  /	  	  	  Work	  	  	  /	  	  	  Mobile	  	  	  	  (circle	  one)	  

Secondary	  Phone	  #:_________________________________	  	  	  Home	  	  	  /	  	  	  Work	  	  	  /	  	  	  Mobile	  	  	  	  (circle	  one)	  

E-‐mail	  Address:___________________________________________________	  

DOB:____/_____/______	  	  Social	  Security	  #:___________________	  	  Sex:____	  	  Marital	  Status:________	  

	  

Responsible	  Party’s	  First	  Name:_____________________	  Last	  Name:_____________________	  MI:____	  

Street	  Address:_______________________________	  	  City,State,Zip:_____________________________	  

Primary	  Phone	  #:_________________________________	  	  	  Home	  	  	  /	  	  	  Work	  	  	  /	  	  	  Mobile	  	  	  	  (circle	  one)	  

Secondary	  Phone	  #:_________________________________	  	  	  Home	  	  	  /	  	  	  Work	  	  	  /	  	  	  Mobile	  	  	  	  (circle	  one)	  

DOB:____/_____/______	  	  Social	  Security	  #:___________________	  	  

	  

Primary	  Dental	  Insurance	  (if	  applicable)	  

Policy	  Holder’s	  Name:___________________________________________________________________	  

Patient’s	  Relationship	  to	  Policy	  Holder:	  	  	  	  self	  	  	  /	  	  	  spouse	  	  	  /	  	  	  child	  	  	  /	  	  	  other	  	  	  	  (circle	  one)	  

Policy	  Holder’s	  DOB:____/_____/______	  	  Policy	  Holder’s	  Social	  Security	  #:_______________________	  	  
Employer:____________________________________________________________________________	  

Insurance	  Company	  Name:_______________________________________________________________	  

Insurance	  Company	  Address:_____________________________________________________________	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  _____________________________________________________________	  

Insurance	  Company	  Phone	  Number:_______________________________________________________	  

	  

Secondary	  Dental	  Insurance	  (if	  applicable)	  

Policy	  Holder’s	  Name:___________________________________________________________________	  

Patient’s	  Relationship	  to	  Policy	  Holder:	  	  	  	  self	  	  	  /	  	  	  spouse	  	  	  /	  	  	  child	  	  	  /	  	  	  other	  	  	  	  (circle	  one)	  

Policy	  Holder’s	  DOB:____/_____/______	  	  Policy	  Holder’s	  Social	  Security	  #:_______________________	  	  
Employer:____________________________________________________________________________	  

Insurance	  Company	  Name:_______________________________________________________________	  

Insurance	  Company	  Address:_____________________________________________________________	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  _____________________________________________________________	  

Insurance	  Company	  Phone	  Number:_______________________________________________________	  


