
ADULT PATIENT (or Parent/Guardian) REGISTRATION

❒ Dr.   ❒ Mr.   ❒ Mrs.   ❒ Ms.   ❒ Miss

WELCOME TO JUST SMILES DENTAL

For our office records we would appreciate the following information. All information will be kept 
confidential. Thank you very much for your cooperation. PLEASE PRINT.

Name: ______________________________________________________________ Prefer. Name: ________________
(last) (first) (initial)

Address: __________________________________________________________________________________________
(street) (city) (prov) (postal code)

Date off Birth: ____ /____ /____    Personal Health Number: _______________ Home Phone: ___________________

Patient
I.D. #

Date:_______/_______ /________

Email address:  _____________________________________________________   Cell Phone: _____________________

Employer: _________________________________________________________   Work Phone: _____________Ext____

M YD

M D Y

How did you hear about us? __________________________________________________________________________ 

Who should we thank for the referral? _________________________________________________________________ 

Would you like to receive text/email for appointment reminder & confirmation? ❒ Yes ❒ No 

CHILD REGISTRATION or ADULT UNDER GUARDIANSHIP

Name: _______________________________________________________________________

Address: __________________________________________________________________________________________

Date of Birth: ___ /___ /___   Age: ___________   Sex: ______________  Home Phone: (  ) __________________

(last)                                                       (first) (initial)

(if different than above) (street)                                                   (city)    (prov) (postal code)  

M D Y

Prefers to be called   
 __________________

Spouse:  _____________________________________________ Spouse’s Phone: ________________________________

Spouse’s employer: ____________________________________ Spouse’s Work Phone: __________________________

Emergency Contact: __________________________________  Relationship:___________________________________ 

Phone Number: (        ) _________________________________  Alternative Number: (       ) ______________________

Dental plans vary greatly. The forms, conditions and percentages of payments are contracted between you, your 
employer and the insurance company. It is your responsibility as the insurance holder to know your plan and inform 
us of any changes that may occur. Our office will bill your dental insurance company directly for their portion of your 
treatment charges. You will be required to pay the patient portion  on each visit.

NAME OF INSURED

EMPLOYER

INSURANCE CARRIER

GROUP/POLICY NUMBER

I.D. NUMBER OR S.I.N. CERTIFICATE NUMBER DEPT. NO.

COVERAGE PERCENTAGE:

A B C D

LIMITS

BASIC MAJOR ORTHO

DEDUCTIBLE ❒                         PER PERSON    

BASIC MAJOR 

COMP COV uSc/Rp mR

N/G ONLAY

❒ PER FAMILY

SECONDARY DENTAL INSURANCE
NAME OF INSURED DATE OF BIRTH

INSURANCE CARRIER

GROUP/POLICY NUMBER

I.D. NUMBER OR S.I.N. CERTIFICATE NUMBER DEPT. NO.

COVERAGE PERCENTAGE:

A B C D

LIMITS

BASIC MAJOR ORTHO

DEDUCTIBLE ❒                        PER PERSON    

BASIC MAJOR 

COMP COV uSc/Rp mR

N/G ONLAY

❒ PER FAMILY

PRIMARY DENTAL INSURANCE
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