
FATHER’S NAME: ____________________________________
Address: _____________________________________________
City: _________________________________________________
Home Phone: ___________________ Cell Phone: _________________ Email: _____________________________________
Birth Date: __________________ Social Security # ____________________ Driver’s License # _________________________
Occupation: ____________________ How long? _________________ 
Employer: _______________________ Employer’s Phone ___________________ 
Employer’s Address: ________________________ City _____________________ State ________ Zip __________ ZZZiZiZip_____________















                                                         
                    [image: ]                                                            PATIENT REGISTRATION-CHILD
PATIENT NAME: __________________________________________________
Address: _________________________________________________________
City: ________________________________ State __________ Zip _____________
___ Male     ___ Female       Age ________       Nickname: _______________________
Birth Date: _______________            Social Security # ________________________
Minor Living With _____ Both Natural Parents _____ Natural Mother _____ Natural Father ____ Other
School Attending _________________________ City _______________________ State ____________
MOTHER’S NAME: ____________________________________
Address: ______________________________________________
City: _______________________________________ State ______________ Zip ___________
Home Phone: ______________________ Cell Phone: _________________ Email: ___________________________________
Birth Date: ________________ Social Security #: _______________________ Driver’s License # ______________________
Occupation: ___________________ How long? ______________ 
Employer: _______________________ Employer’s Phone ______________________________
Employer Address: ____________________________ City ____________________ State _________ Zip ___________
In case of emergency please notify my nearest relative or acquaintance not living with me
Name: ___________________________ Address ___________________________________
Phone: ______________________ Relationship _______________________
Dental Insurance Primary Carrier
Insurance Company: ______________________ Employer ___________________ Date of Birth __________________
Group #: ____________________  Subscriber ID# _____________________
Dental Insurance Secondary Carrier
Insurance Company: ______________________ Employer ___________________ Date of Birth ___________________
Group #: _____________________ Subscriber ID# _____________________
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