
PATIENT REGISTRATION 

Patient Information 

 

First Name: _______________________Last Name: _______________________________Middle Initial: ____ 

Preferred Name: _______________________________________________________________________________ 

Address: ______________________________________________________________________________________ 

City: ________________________________ State: _____________Zip Code: _____________________________ 

Birth Date: ____________________________ Social Security Number: _________________________________ 

Cell Phone: ______________________________________ Home Number: ________________________________ 

Email Address: ________________________________________________________________________________ 

Sex:  Male  Female  

Marital Status:  Married Single  Divorced  Widowed 

Emergency Contact Name: ________________________________Phone Number: __________________________________  

Referral Source:  _______________________________________Preferred Pharmacy: _______________________________ 

Responsible Party (if someone other than the patient) 

 

First Name: _______________________Last Name: _______________________________Middle Initial: ____ 

Preferred Name: _______________________________________________________________________________ 

Address: ______________________________________________________________________________________ 

City: ________________________________ State: _____________Zip Code: _____________________________ 

Birth Date: ____________________________ Social Security Number: _________________________________ 

Cell Phone: ______________________________________ Home Number: ________________________________ 

Email Address: ________________________________________________________________________________

SUNRISE DENTAL 
1200 112th Ave NE Suite C222 | Bellevue, Washington 98004 


