
Beatriz Galofre DDS 

PATIENT REGISTRATION  

Home Phone:_______________________  Work Phone:__________________________ Cell Phone:________________________ 

Fax No:_______________________________________ E-mail:_______________________________________________________            

Mr.   Mrs.   Miss: ____________________________________________________________________________________________ 
       Circle                                                    Patient’s Last Name                                                             First Name                                                      Middle Initial 
Name You Would Like Our Office to Call You: __________________________________________________________________  

Street Address: _________________________________City: ____________________________State: ________  Zip: _________ 

Mailing Address If Different From Home Address: _______________________________________________________________ 

Sex:   M _______  F  _______  Age:___________  Birthdate:_______________________________Marital Status:  M    D   W    S 
                                                                                                                                                                                                                 Circle 
Employed By: _________________________________________Occupation: _____________________How Long? ___________ 

Business Address: ___________________________________________________________________________________________ 

Driver’s License #: ____________________________________Spouse Driver’s License #: ________________________________ 

Spouse Name: _______________________________________________________________________________________________ 

Spouse Employed By: ___________________________________Occupation: _____________________How Long? ___________ 

Spouse Business Address: _____________________________________________ Spouse Business Phone: ___________________ 

Social Security #:__________________________________Spouse Social Security #: _____________________________________ 

Nearest Relative Not Living With You: ________________________________________________Phone: ___________________ 

Nearest Friend Not Living With You: _________________________________________________Phone: ___________________ 

Name & Ages of Children In Family: ___________________________________________________________________________ 

Whom May We Thank For Referring You To Our Office? _________________________________________________________ 

INSURANCE INFORMATION 

 Prime Carrier Secondary Carrier 

INSURANCE COMPANY   
 

NAME OF INSURED   
 

DATE OF BIRTH   
 

SOCIAL SECURITY #   
 

RELATIONSHIP OF PATIENT   
 

POLICY OR GROUP #   
 

ADDRESS OF INS. CO.   
 

LOCAL NAME AND NUMBER      
 

 
I Understand That Even Though I Have Some Type Of Insurance Coverage, I am Responsible For Payment Of Services. I also 
understand that this office reserves the right to charge for appointments cancelled or broken without 24 hours advance notice.   
 

X_______________________________________________________________________________________ 
     Today’s Date                                                                           Signature of Patient, Parent or Responsible Party  

 


