
Patient Registration --- Bret Davis DMD, PC 
 
 
First Name:  ________________________________________       Middle Initial:  _____ 
 
 
Last Name:  _____________________________________________________________ 
 
 
Address:  _______________________________________________________________ 
 
 
City, State, Zip:  __________________________________________________________ 
 
 
Home Phone:  ____________________________________________________________ 
 
 
Work Phone:  ____________________  Extension:  _____    Cellular: _______________ 
 
 
Birth Date:  ______________________________________________________________ 
 
 
Social Security Number:  ___________________________________________________ 
 
 
Email Address:  __________________________________________________________ 
 
 
 
Responsible Party for persons 18 and younger: 
 
 
First Name:  ________________________________________       Middle Initial:  _____ 
 
Last Name:  _____________________________________________________________ 
 
Address:  _______________________________________________________________ 
 
City, State, Zip:  __________________________________________________________ 
 
Home Phone:  ____________________________________________________________ 
 
Work Phone:  ____________________  Extension:  _____    Cellular: _______________ 
 
Birth Date:  ______________________________________________________________ 
 
Social Security Number:  ___________________________________________________ 
 
Email Address:  __________________________________________________________ 


