
Patient Registration Scott K. Nicholson, DMD 
715 Elm St SW Albany, Oregon 97321 

(541) 928-6650 

scottnicholsondmd@integra.net 

Nicholsonfamilydental.com 
Patient Information 

Patient Name_______________________________________________    Birthdate____/_____/______    Age______ 

  First  MI  Last   Male               Female              

 

Address___________________________________________________    City, State, Zip_________________________ 

Email_____________________________________________________    Employer_____________________________ 

Home Phone # (____)_______________  Work # (____)_____________  Cell # (____)___________________________ 

Social Security Number_____-_____-_____        U.S. Citizen  Yes  No     Driver’s license #______________ State______  

Person to contact if unable to reach you directly or in an emergency: 

Name of Friend or Relative   _____________________________________________ Relationship_________________  

Address____________________________________________________ City, State, Zip_________________________ 

Phone (____)______________ 

From whom or how did you hear about our office?______________________________________________________  

Person Responsible for Account                                                                                         Please complete this section if other than the above person. 

 

Patient Name_______________________________________________    Birthdate____/_____/______    Age______ 

  First  MI  Last   Male               Female              

Please circle one:  Self     Father     Mother     Wife     Husband     Guardian 

Address__________________________________________________ City, State, Zip___________________________ 

Employer_________________________________________________ Social Security Number    ______-_____-______ 

Home Phone # (____)_______________  Work # (____)_____________  Cell # (____)___________________________ 

Insurance Company____________________________ 

Company Address_____________________________ 

 City, State, Zip_________________________ 

Company phone number (_____)_________________ 

Group number________________________________ 

ID number___________________________________ 

Name of Policy Holder__________________________ 

Insurance Company____________________________ 

Company Address_____________________________ 

 City, State, Zip_________________________ 

Company phone number (_____)_________________ 

Group number________________________________ 

ID number___________________________________ 

Name of Policy Holder__________________________ 

Primary Insurance Information Secondary Insurance Information 

I HEREBY AUTHORIZE DENTAL INSURANCE BENEFIT PAYMENT BE MADE DIRECTLY TO SCOTT K. NICHOLSON, DMD, OTHER-

WISE PAYABLE TO ME.  

Insured’s signature ____________________________________________________  Date _________________________ 


