
DENTAL REGISTRATION FORM

The Centre of Dental Excellence, 220 Main Rd, Tawa, Wellington 
P: 04 2328001: F: 04 2328005: M: 0274 545 475 E: Wellington@dental.net.nz

THE C.O.D.E GROUP

‘THE CENTRE OF DENTAL EXCELLENCE’

Please circle: Mr.   Mrs.   Miss.   Ms.   Master. Dr.

Patient Surname          Patient First name

Date of Birth          Age

Address

City/Town 

Phone Contacts Hm:         Wk:       Mob:

Email Address 

Occupation

If at School, or  a Teaching Institution, please name

Referred By:  (Name)

Yellow Pages, Newspaper, Web Site or Other (please mention)

EMERGENCY CONTACT DETAILS

Name of Doctor

Address

Phone           Email:

Name Of Nearest Friend Or Relative

Address

City/Town            Phone:
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