
PATIENT REGISTRATION 

Please fill out in entirety: All the information is Important to us and to your treatment, 
Thank youl 

Patient Information 

Last, First Name: ____ _ 
_ __________ ,. _____ ,. __ _

Address: ____________ City: _____ State: __ Zip:, __ _ 

Home Phone: _________ , ._ Work Phone: __ , 

Cell Phone Number: __________ Email: ____________ _ 

I authorize Madison Dental Spa to electronically communicate with me. 

Via Email Initial: __ _ Via Text Initial: __ _ 

Birth Date:_/ __ ; __ 

Sex: M I F Marital status:_ Married _Single.,,, .Divorced _Separated _Widowed 

Employer: _______________________ -------

Whom may we thank for referring you to our practice? ______________ _ 

Emergency Contact: _______________ Phone#: ____ , ____ _ 

Responsible Party (Insurance Holder Information) 

Last, First Name: ________________ ·------------

Address: ___ _ 

City, State, Zip: _____________________ -------

Employer: ______________________ --------

Insurance Company: ________ _ Insurance Phone fl:: ___________ _ 

Birth Date: Social Security#: __ -__ -__ or Insurance ID#: _____ _ 




