
Ravenna Family Dentistry 
ADULT REGISTRATION 

(Confidential) 
Date: ______________ 

PATIENT INFORMATION 
 

Name of patient: Last__________________________First_____________________MI_____ 
Sex ___M ___F  Age_________ Birthdate __________________   Single___ Married___ Widowed___ Divorced____ 
Home address: __________________________________________________________________________________ 
Patient Employed By _________________________________ Occupation __________________________________ 
Business Address _______________________________________________ Business Phone______________________ 
Person Financially Responsible ______________________________________________________________________ 
Billing Address of above person _____________________________________________________________________ 
Home Phone _____________________ Work Phone ___________________ Cell _____________________ 
Email Address ______________________________________________ 
Whom may we thank for referring you to us? __________________________________________________ 
 

PRIMARY DENTAL INSURANCE INFORMATION 
 

Subscriber Name: Last____________________________First__________________________MI_______ 
Relation to patient____________________ Birthdate___________________ Social Security #___________________ 
Address (if different from patient’s address) ____________________________________________________________ 
City________________________ State________ Zip________________ 
Subscriber Employed by _____________________________________________ Occupation _____________________ 
Subscriber Address _____________________________________________________ Business phone #______________ 
Dental Insurance Company___________________________________________________________ 
Contract #________________________ Group #___________________________ Subscriber #___________________ 
 

SECONDARY DENTAL INSURANCE INFORMATION 
 

Subscriber Name: Last____________________________First__________________________MI_______ 
Relation to patient____________________ Birthdate___________________ Social Security #___________________ 
Address (if different from patient’s address) ____________________________________________________________ 
City________________________ State________ Zip________________ 
Subscriber Employed by _____________________________________________ Occupation _____________________ 
Subscriber Address _____________________________________________________ Business phone #______________ 
Dental Insurance Company___________________________________________________________ 
Contract #________________________ Group #___________________________ Subscriber #___________________ 
 

EMERGENCY CONTACTS 
 
In the event of an emergency, whom should we contact? 
Name ________________________________ Relationship_______________________ Phone____________________ 
Name_________________________________ Relationship_______________________ Phone____________________ 
 
Please list any other persons with whom we may discuss/disclose your dental treatment and/or communicate 
information protected by HIPAA, if any: 
Name(s) and relationship(s) to me_____________________________________________________________________ 


