
LSU  FACULTY  DENTAL  PRACTICE 
ORTHODONTIC 

PATIENT  REGISTRATION 
 

 
Date: ____________ 
 
FDP# _________________  CL# __________________   ORTHO II #________ 
 
First Name: _____________________ Middle:____________Last:______________________ 
 
Telephone# (H) _________________________ (W) _______________________Ext________ 

        ( c ) ________________________ E-mail ________________________________ 
 
Address _____________________________________________________________________ 
               _____________________________________________________________________ 
               ________________________ 
 
Sex: ___Male  ____Female  Date of Birth: _____/_____/______ Age: ____________ 
 
Did a doctor refer you to this practice? ________ Who? _____________________________ 
 
Phone Number:  _____________________ Address:_________________________________ 

 
 
Your Marital Status: _______________Employer: __________________________________ 
Emergency Contact Name: _________________________ Phone# ______________________ 
 
Primary Care Physician: _________________________ Phone# _______________________ 
 
Has a member of your family been seen in our practice? _______________________ 
Who? _________________________ What Doctor? __________________________________ 
 
Father’s Name: ___________________________Mother’s Name: ______________________ 
 
 
I certify that the information on this form is correct, and I understand that I am 
responsible for any balance on this account. 
 
 
Signature of Patient, Parent or Guardian: _________________________________________ 


