
 



Johnson Family Dentistry Patient Registration 

 

First Name:____________________ Middle Initial:___ Last Name:_______________________ 

 

Responsible Party ( If someone other than the patient ) 

First Name:____________________ Middle Initial:___ Last Name:_______________________ 

Address:_______________________City:____________________State:______ Zip:__________ 

Home Phone:________________ Work Phone:______________ Cell Phone:_________________ 

Sex: Male __ Female __  (Please check one) Date of Birth:__________ Social Security:_______________ 

__ Responsible Party is also a Policy Holder/ __Primary Insurance Policy Holder/ __Secondary Policy Holder  

(Please check one) 

Patient Information 

First Name:____________________ Middle Initial:___ Last Name:_______________________ 

Address:_______________________City:____________________State:______ Zip:__________ 

Home Phone:________________ Work Phone:______________ Cell Phone:_________________ 

Sex: Male __ Female __  (Please check one)  Date of Birth:__________Social Security:_______________  

Employment Status: Full Time__ / Part Time__ / Retired__ (Please check one) 

 

Primary Insurance Information: 

Name of Insured:____________________________________  

Patient Relationship to Insured: Self__ / Spouse__ / Child__ / Other__ 

Insured Social Security:____________________  Insured Date of Birth:________________ 

Insurance Company:_______________________  Insured Employer:_______________________ 

 

Secondary Insurance Information: 

Name of Insured:____________________________________  

Patient Relationship to Insured: Self__ / Spouse__ / Child__ / Other__ 

Insured Social Security:____________________  Insured Date of Birth:________________ 

Insurance Company:_______________________  Insured Employer:_______________________ 


