
438 E MENDENHALL ST, UNIT 1
BOZEMAN, MT 59715

 TELE. 406.587.9700  |  FAX 406.587.9209

WWW.RETHINKDENTALSTUDIO.COM

Chris Helley , DMD, MSD
PROSTHODONTIST  SPECIALIST

PATIENT INFORMATION

First Name: _________________________ MI: _____ Last Name:  _________________________

DOB: __________________ SS #:_____________________________ Male     Female

Mailing Address:  ________________________________________________________________

City: ________________________________________ State: ___________ Zip: ______________

Cell #: ____________________________ Home/Work #:  ________________________________

Email:  _________________________________________________________________________

Single          Married          Divorced          Widowed

Emergency Contact: _______________ Phone #: ______________ Relation: ________________

Referred By: ______________________ Previous Dentist:  _______________________________

Employed:     Full Time       Part Time       Student       Retired       Disabled

Employer: _________________________________________

Dental Insurance: Yes ________________________________________________________  No

Claims Address: _________________________________________________________________

Subscriber Name/DOB/SSN#: ____________________/___________/_____________________

Group #/ID #: ____________________________/ ______________________________________

Responsible Party Information (Only if different than patient)

First Name: _______________________ MI: _______ Last Name:  _________________________

DOB: ___________________ SS #: ____________________________________  Male   Female

Address:  _______________________________________________________________________

City: _______________________________________ State: __________ Zip: ________________

Cell #: ____________________________ Home/Work #: ________________________________

I have read this registration in its entirety.  It is complete and correct to the best of my knowledge.

Patient or Responsible Party Signature: ____________________________ Date:  ____________  
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