
Patient First Name: __________________________Last Name_____________________________________

Today’s Date: __________  Patient Birthdate____________________________________________________

Patient is:  ❑ Policy Holder   ❑ Responsible Party  ❑ Child  ❑ Other______________________________

How did you hear about us: __________________________________________________________________ 

Responsible Party:

First Name: _______________________Last Name: ___________________________ Middle Initial______

Address: ___________________________________ City: _________________State: ____ Zip: __________

Home Phone: ____________________ Work Phone: ________________ Cell Phone: __________________

Sex:   ❑ Male   ❑ Female    E-mail: __________________________________________________________

Birth Date: ____________ Social Security#________________________ DL#_________________________

Name of person to contact in an emergency: ______________________Phone# _____________________

Primary Insurance Information: Group# __________________  ID#__________________________________

Name of Insured: ________________________ Relationship to Patient: _____________________________

Insured Soc. Sec. #__________________________________ Insured Birth Date:  ____________________

Employer: ___________________________________   Insurance Company___________________________

Address: ____________________________________   Address: _____________________________________

City, State, Zip: ______________________________   City, State, Zip: _______________________________

Secondary Insurance Information: Group# __________________  ID#_________________________________

Name of Insured: ________________________ Relationship to Patient: _____________________________

Insured Soc. Sec. #__________________________________ Insured Birth Date:  ____________________

Employer: ___________________________________   Insurance Company___________________________

Address: ____________________________________   Address: _____________________________________

City, State, Zip: ______________________________   City, State, Zip: _______________________________ 

Patient Registration

16372 Kenrick Ave Suite #200, Lakeville, MN 55044
Phone: (952) 435-5905 • Fax: (952) 435-6291
e: info@lakevillefamilydental.com • www.lakevillefamilydental.com 
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