CHILD REGISTRATION                                                       TODAY’S DATE____________

Patient’s name______________________________________________________
                           Last                                    First                                                Middle Initial
Birthday:____________________________ Child’s Phone____________________
Child’s Address:______________________________________________________
Child’s School:_______________________________________________________

FATHER’S INFORMATION:
Father’s Name:_______________________Father’s Birthday:_________________
Address:____________________________________________________________
Phone #__________________Cell_______________SSN#:___________________
Employer:_________________________________Phone#___________________
Dental Insurance Information:__________________________________________

MOTHER’S INFORMATION
Mother’s Name:_______________________Mother’s Birthday:_______________
Address:____________________________________________________________
Phone #_________________Cell_____________SSN#:______________________
Employer:____________________________________Phone#:________________
Dental Insurance Information:__________________________________________

Responsible party after insurance payments:______________________________
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