
Las Colinas Endodontics

Specialists in Endodontics

PATIENT REGISTRATION
( Ms.   ( Mrs.
 ( Mr.    ( Dr.  .
First Name _______________________________________ Last Name ________________________________________________

Nickname: _______________________________________      General Dentist: ________________________________________
        Patient Information 

 Address: ______________________________________ 
Address 2: _______________________________________________

 City: ________________________________________ 
State: _______     Zip: _________        Sex:   ( Male
( Female

Home Phone: (____) _______-________   Work Phone: (____) _______-_______ Ext: ______ Cell: (____) _____-_______

Date of Birth (mm/dd/yy): ____/____/_______
Age: ____
Soc. Sec. #: ______-______-________


Email: ________________________________________________________

Driver’s License:  State _____  # _____________________      Employer: _________________________________________
    Occupation: __________________________________________

Whom to call in case of emergency – Name: ________________________________________ Phone #: (_____) ______-_______








Relationship to Patient:
( Spouse

( Parent
( Other (specify) ____________________________



       Primary Dental Insurance
 First Name: ______________________________________ 
Last Name: ____________________________________________

 Address: ________________________________________ 

Address 2: _____________________________________________

 City, State, Zip: ____________________________________________________________________________________________

 Home Phone: (____) _______-________ 


Work Phone: (____) _______-___________ Ext: _______________

 Date of Birth (mm/dd/yy): ____/____/_______ 


Soc. Sec. #: ______-____-________

Employer: ____________________________________________         Group Number: ___________________
Occupation: __________________________________________________________________

 Insurance Company: _______________________________
Insurance Co. Phone: ( ____) _______________________

   Insurance Co. Address,City, State, Zip: _________________________________________________________________________


 
           
  Patient Information

  Height______ Weight_______ (Required for medication dispensing)
  Name of Medical Doctor___________________________________________ Doctor’s Office Phone_________________________

  Doctor’s Address_______​​​______________________________________________ Last date of visit (mm/dd/yy)____/_____/_______

  Referred by___________________________________________________
  Pharmacy Name: _____________________________________Pharmacy Telephone#: ___________________________________



Las Colinas Medical Plaza II ( 7200 N. Hwy 161, Ste. 215 ( Irving, TX 75039 ( Ph: 972.556.2100 ( Fax: 972.556.2112


