
Westbrook Dental Centre
Adult-Patient Registration

Please complete the following information to the best of your knowledge. All information is strictly confidential.

Name: (Mr. Dr. Mrs. Ms)

How do you prefer to be addressed?

Address

Postal Code

Home Phone

Date of Birth

Day / Month / Year

Yes No

Name of Company:

Certificate:

Alberta Health Care:

Employed By:

Occupation:

Do you or your spouse have dental insurance?

If “Yes” please complete below:

Insurance # 1 (Primary): 

Policy Holder:

Group Policy #:

Date of Birth

Day / Month / Year

Insurance # 2 (Primary):  

Policy Holder: Name of Company:

Certificate:Group Policy #:

Date of Birth

Day / Month / Year

Province City

Business Phone

Age Sex: Male Female

Date:



Whom may we thank for referring you?

Whom should we contact in case of emergency?

Relationship:

Phone Number:

Westbrook Dental Centre
Adult-Patient Registration

(Continued)
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