
 
 

Stoneham Dental Care 
112 Main Street  
Stoneham, MA  
781-438-1995 

 
PATIENT REGISTRATION  

 
Patient Information 
 
First Name: _____________________________ Last Name: _____________________________ Mid. Initial: _____ 
 
Preferred Name: ____________________________ 
 
Address: _______________________________________________________________________________________ 
 
City: ______________________________________ State/Zip: ___________________________________________ 
 
Home #: __________________ Work #: ___________________ Ext: ______ Cell #: _________________________ 
 
EMAIL: _______________________________________________________________________________________ 
 
Birth Date: ________________ Age: ______ Soc. Sec. ________________________  Sex:        Male         Female   
   
Responsible Party (if someone other than the patient) 
 
First Name: _______________________________ Last Name: ___________________________ Mid. Initial: _____ 
 
Birth Date: ______________ Age: _____ Soc. Sec.: ___________________ 
 
Address: _______________________________________________________________________________________ 
 
City, State, Zip: _________________________________________________________________________________ 
 
Home Phone: __________________ Work Phone: ___________________ Ext: ______ Cell: ___________________ 
 
EMAIL: _______________________________________________________________________________________ 
 
Insurance Information  
 
Name of Insured: ______________________________Relationship to patient: ________________________________ 
 
Insured Soc. Sec. ________________________ Insured Birth Date: _______________ 
 
Insurance Company: ____________________________ Group No. ____________________ 
 
Employer: _______________________________________________________________________________________ 
 
Emergency Contact Information  
 
First Name: _____________________________ Last Name: _______________________________  
 
Relationship to patient: _________________________________ 
 
Home Phone: ____________________ Work Phone: __________________ Ext: ______ Cell: ___________________ 
 
How did you hear about us? (please check box if applies) 
  Drive by 
  Referred by ________________________________ 
  Brochure 
  Stoneham Dental Care Website  
  Facebook 
  Internet (Please Explain) ____________________________ 
 
 
 



 
 
 
 


