
New Patient Registration Form
Urban Dental Clinic  |  KN 2 St, TCB Building, Kigali  |  +250 788 200 723

Patient details

Full name: ______________________________

Date of birth: ____ / ____ / ________

Gender: ______________

National ID / Passport no.: ______________________

Contact

Phone: ______________________

Email: ______________________

Home address: ______________________________

Preferred contact method: Phone / WhatsApp / Email

Emergency contact

Name: ______________________

Relationship: ______________________

Phone: ______________________

Signature

Patient signature: ______________________ Date: ____ / ____ / ______

Sample form — final version will be provided by the clinic.


