Langland Dental Associates
Marc O. Langland, DDS
17425 Vashon Hwy SW – PO Box 670  Vashon, WA 98070

PATIENT REGISTRATION
	
Name ___________________________________________   Preferred Name ___________________________   Sex __________

Address _____________________________________________________________________    Birth Date __________________

Email ____________________________________    Marital Status ___________________    Social Security # _______________                        

Home Phone ________________________    Cell Phone _______________________    Work Phone _______________________

Employer ____________________________________  Occupation ___________________   Work Phone __________________



SPOUSE INFORMATION
	
Name _______________________________________    Birth Date ________________    Social Security # _________________

Employer ______________________________________  Cell Phone _________________ Work Phone ___________________



IF PATIENT IS A MINOR, PLEASE COMPLETE THE FOLLOWING:
	
Name of person responsible for bill _________________________________________          Birth Date ____________________

Street Address __________________________________________________________          Home Phone __________________

Employer ______________________________________    Occupation _____________________    Work Phone ____________

Social Security Number _________________   Relationship to Patient _____________      Emergency Phone _______________



GENERAL INFORMATION
	
Whom may we thank for referring you? ______________________________________________________________________

Emergency Contact ______________________________   Relationship  ____________________   Phone _________________




DENTAL INSURANCE INFORMATION
	PRIMARY COVERAGE Name of Insurance Co ____________________________    Policy/Group # _______________________

Name of Policy Holder ____________________________  Subscriber # _____________________   Birth Date_____________

Mailing Address _________________________________________________________________________________________

SECONDARY COVERAGE Name of Insurance Co _______________________________   Policy/Group# ___________________

Name of Policy Holder _______________________________   Subscriber # ___________________   Birth Date ___________

Mailing Address _________________________________________________________________________________________



	
[bookmark: _GoBack]Signature____________________________________________________________________     Date ___________________



