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PATIENT REGISTRATION FORM — DENTAL CLINICS "

(Please Print Clearly)
PATIENT INFORMATION _ :
Last name: First: Middle: Sex:
OF OM QT
Birth date: Soclal Security Number: Marital Status: Communication preference for appointment reminders (may select mult):
Q Single 0 Married OPhone  QText  QE-mall (provide e-mail address below)
/ / - - 01 Divorced [ Separated EMail ! :
0 Widowed o
Street address: Apt/Unit: Home phone: QPrimary
( )
City: State: ZIP Code: Worlk phone: QPrimary
: ( )
Employer: City: State: Mobile phone: HPrimary
( )
Ethnicity; Tl Hispanic or Latino Race: [ Asian (1 American Indian or Alaska Native Interpreter Needed? Yes [ No
O Not Hispanic or Latino | Ol Black or African American [l Native Hawalian or other Pacific Islander Language:
U Decline L1 White L Decline
Emergency Contact | Last Name: First: ; I(Dhone: )

Relation to Patient: [0 Spouse/Partner [ Child () Parent QSibling O Grandparent O Legal Guardian 0 Other

! ’ . PERSON RESPONSIBLE FOR THE BILL  (ONLY IF DIFFERENT FROM PATIENT) |
O This person Last Name: First: Mil: Sex:

is a pafient here . i OF QM OT
Street address: Apt/Unit; Phone:
( )
City: State: ZIP Code: Relation to Patient: USpouse/Partner LIChild DParent
: Q8ibling QGrandparent Olegal Guardian K0ther

Birth date: Soclal Security Number: Marital Status: Employer Name:

O Single 0 Married

/ / - - tl Divorced - L Separated | gjy: State:
0 Widowed

~ INSURANCE INFORMATION (A copy of your insurance card Is roquired)

Is this patient covered by 'a' M Yes 104 Group #
Minnesota Health Care Program? [ No (continue below) (it applicable)
Commercial Insurance:
Policy Holder: Last name: First: ’ Mi: Sex;
0 Patlent ' UFQOQMOT
Street address: Apt/Unit: Phone:
0 Same as Patient ( )
City: State: ZIP Code: Relation to Patient: QSpouse/Partner QChild QParent
Q8ibling TGrandparent Cllegal Guardian C10ther
Birth date: Soclal Security Number: Marital Status: Employer Name:
0 Single L1 Married
/ / - - [ Divorced [l Separated i .
; 0 Widowad City: | State:
Insurance Name: A Dental Group Policy Holder/
1 Medical Number: Subscriber ID;

Insurance Billing City: State: Insurance /
Address: Start Date: | o
SECONDARY INSURANCE INFORMATION

Policy Holder: Last name: ' Firat: : M Sex:
{ Patient QFamar
Street address: : Apt/Unit: Phone:
L1 Same as Patlent ( )
City: State: ZIP Code: Relatlon to Patient: dSpouse/Partner CQIChild QParent
U8ibling CiGrandparent Cllegal Guardian ClOther
Birth date: Social Security Number: Marital Status: Employer Name:
; ’ Q 8ingle 0 Married
: - - 0 Divorced (O Sopamted iy State:
0 Widowed City: tate:
Insurance Name: : O Dental Group Paolicy Holder/
1 Medical Number: Subscriber I1D:
Insurance Billing City: State: Insurance . /
Address: Start Date:
A vy




