Patient Registration

Please fill in the following information and email to records@dentistdl.com


First name: __________________________	Last Name: _______________________ 	Middle Initial: __________

Address: ____________________________	City: _____________________________	St: _____  Zip: __________

Phone – Home: _______________________	Cell: _____________________________	Work: _________________

Birth date: ___________________________	Male or Female _____________________	Marital Status: ___________

Email address ________________________________ Emergency Contact and phone _______________________________

Social Security number will be requested at check-in along with a picture ID (driver’s license or some other form)
Responsible party: (if someone other than the patient)

First name: __________________________	Last Name: _______________________ 	Middle Initial: __________

Address: ____________________________	City: _____________________________	St: _____  Zip: __________

Phone – Home: _______________________	Cell: _____________________________	Work: _________________

Birth date: ___________________________	Relationship to patient __________________________________________

Primary Insurance Information:

Name of Insured: ______________________	Relationship to patient __________________________

Employer: ____________________________________________________________________________

Employer address: ______________________________________________________________________

Employer phone number: _________________________________________

Insurance company: _____________________________________________	

ID #: ________________________________		Group #:____________________________

Insurance company address: ______________________________________________________________

Insurance company phone number: ___________________________

A copy of your insurance card will be scanned during check in, please bring the most current card with you

Secondary Insurance Information:

Name of Insured: ______________________	Relationship to patient __________________________

Employer: ____________________________________________________________________________

Employer address: ______________________________________________________________________

Employer phone number: _________________________________________

Insurance company: _____________________________________________	

ID #: ________________________________		Group #:____________________________

Insurance company address: ______________________________________________________________

Insurance company phone number: ___________________________
