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STEVEN P. WALKER, D.D.S. 
207 S. 4th Street 

Chesterton, lN 46304-2345 
(219) 926-4321 PATIENT REGISTRATION 

First Nam�: Lest Name: Middle Initial:. __ _ 

Patient ts: a Polley Holder Preferred Nama: ----------
Cl Responsible Perty 

Referred by: 
. ,--Rosponslblt1 Party (If someone other than tht1 patient) ___ _:_:::::�:.::==============:::; 

First Name: Last Name: Middle Initial: __ _
Address 1: Address 2: -----------------

CI ty, State, Zlp=----------------------------------
Home Phone: Work Phone: Ext: Cellular: 

I Birth Date: Soc. Sec.: Driver's Lie:-----------
0 Responsible Party Is alst1 a Polley Holder for Patient 0 Prlma_ry_ln_sug11).iJ.lal P;;>!lcy Holder O Secondary Insurance Polley Holder 

-Patient lnfonnatlon

Address 1: Address 2: 
City: State/ Zip: 
Home Phone: Work Phone:· Ext Cellular: 
Sex: 0 Male 0 Female Marital Status: 0 Married 0Single 0 Divorced 0 Separated OWldowad 
Birth Date: Soc. Sec.: ' Driver's Lie: 
Best Place to, cell: OHome OWori< 0 Cellphone Best time to call: Omomtng ,o evening 

-ectlon2 :ectlon 3 
Occ!Jpatlon: 
Employment Statu11: 0 Full 11me 0 Pert-11me 0 Retired Emargency Contact: 
Student Status: 0 Full11me 0 PertTime 
Primary care Physician: 

· Phone Number: Relationship: 

Preferred Hygienist: Phone Number: 
Preferred Phannacy:

-Primary Dental lnsuranee lnfonnatlon

Name of Insured: · Relationship to Insured: 0 Self 0 Spouse OChlld 0 Other
Insured Soc. Sec: Insured Birth Date: 
Employer: Ins Company: 

Address: �ddress: 
Address 2: Address 2: 

City, State, Zip: City, State, Zip: 
Employer ID: Insured ID# : 

�secondary Dental Insurance Information 

Name Qf lnsursd: RelaUonshlp·t; Insured: 0 Self 0 Spouse OChlld 0 Other 
Insured Soc. Sec: 'Insured Birth Date: 
Employer: Ins Company: 

Address: Address: 
Address 2: Address 2: 

City, State, Zip: City, State, Zip: 
Employer ID: ' Insured ID # : 




