
Date: 

SAVELL DENTISTRY 
LAUREN EVERETT SAVELL, 0.0.S. 

PATIENT REGISTRATION 
(Please Print) 

First Name: Last Name: ____________ _ Middle Initial: 
---

Preferred Name: 

SECTION 1 - PATIENT INFORMATION

Address: 

City: 

Address 2: 

State/Zip: 

Telephone: Home ___________ Cellular __________ _ Other 

Birth Date: 
----------

Social Security#: __________ _ 

-----------

Sex: Male Female 

E-mail: Marital Status: Married Single_ Divorced_ Separated_ Widowed 

Do we have permission to contact you via telephone, text, and e-mail? 

Occupation: 

Yes No 

Employer: Business Phone: 
--------------

Employer Address: _________________ _ City/State/Zip _____________ _ 

Pharmacy Name, Telephone & Address: 

Spouse's Name:--------------------- -------------------

Birth Date: ________ Social Security#: __________ _ Occupation: 

Employer: Business Phone: 
---- ----------

Employer Address: ________________ _ City/State/Zip _____________ _ 

SECTION 2 - R ESPONSIBLE PARTY (if other than patient) 

Name: __ __________________ _ 

Address: Address 2: 
-------------------- -----------------

City: State/Zip: 

Telephone: Home _________ Work _________ ,ext. Cellular 
----------

Birth Date: Social Security#: __________ _ E-mail: 

Responsible Party is: 0 Policy Holder for Patient 0 Primary Insurance Policy Holder O Secondary Insurance Policy Holder 

SECTION 3 - P ERSON TO CONTACT IN CAS E OF EM ERGENCY

Name: ____________________ _ Phone: 

Relationship: 
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