
Kelly Family Dentistry                                                                                       Christian H. Kelly, DDS 

Patient Information                                  Married  Single  Divorced  Widow   

Name____________________________________________________ Preferred Name_________________________  Male  Female 

Address_______________________________________________ City___________________________ State__________ Zip_________ 
 
Social Security #_____________________________ Birthdate______________________ Email_________________________________ 
 
Home #_______________________________ Cell #_______________________________ Work #_______________________________ 
 
Employer____________________________________ Address____________________________________________________________ 

 
Emergency Contact____________________________ Phone #_____________________ Relationship to Patient_____________________ 
 
Whom may we thank for referring you to our office______________________________________________________________________ 
 

If the person responsible for this patient’s account is different from the patient or if this patient is a minor, the responsible party must fill out 
the section below.  Otherwise, please skip to the section titled Insurance Information. 

 

Responsible Party Name:__________________________________________________ Relationship to Patient______________________ 
 
Address_________________________________________________________________________________________________________ 
 
Social Security #_____________________________  Birthdate______________________ Email_________________________________ 
 
Home #_______________________________ Cell #_______________________________ Work#________________________________ 
 
Employer___________________________________ Address_____________________________________________________________ 

 
PRIMARY INSURANCE INFORMATION 

 
Policy Holder’s Name_________________________________________________ Relationship to Patient__________________________ 
 
Social Security #__________________________________________________ Birthdate________________________________________ 
 
Employer______________________________________ Address__________________________________________________________ 
 
Insurance Co.___________________________________ Address__________________________________________________________ 
 
Group #_______________________ Member ID_______________________________Phone____________________________________ 
 

SECONDARY INSURANCE INFORMATION 
 

Policy Holder’s Name_________________________________________________ Relationship to Patient__________________________ 
 
Social Security #__________________________________________________ Birthdate________________________________________ 
 
Employer______________________________________ Address__________________________________________________________ 
 
Insurance Co.___________________________________ Address__________________________________________________________ 
 
Group #_________________________Member ID___________________________ Phone______________________________________ 
 
 
Signature of Patient or Responsible Party_______________________________________________ Date___________________________  


