
10/13 

PATIENT REGISTRATION (Minor/Insured Dependent) 

Patient Name: _________________________________________________________________________________ 

Nickname: _______________________________ 

Birth Date: _____________ Male           Female         AGE: ________    Social Security #: ____________________ 

Address: __________________________________________________ P.O. Box: __________________________ 

City: _____________________________      State: ___________     Zip: __________________________________ 

Home Phone: ____________________ Cell: ____________________ E-mail: _____________________________ 

School Attending:  _________________________________________ City:  _______________________________ 

Employer:  ________________________________________ 

Minor Living With:        Both Natural Parents         Natural Mother           Natural Father          Other: __________ 

Father’s Name: ________________________________________________________________________________ 

Birth Date: ________________   Age:  ____________   Social Security #: _________________________________ 

Address: __________________________________________________ P.O. Box: __________________________ 

City: _____________________________      State: ___________     Zip: __________________________________ 

Home Phone: ____________________ Cell: ____________________ E-mail: _____________________________ 

Employer: _____________________________________   Employer Phone #: ______________________________ 

Mother’s Name: _______________________________________________________________________________ 

Birth Date: _________________ Age:  ____________ Social Security #: __________________________________ 

Address: __________________________________________________ P.O. Box: __________________________ 

City: _____________________________      State: ___________     Zip: __________________________________ 

Home Phone: ____________________ Cell: ____________________ E-mail: ___________________________ 

Employer: _____________________________________   Employer Phone #: _____________________________  

In case of emergency, please notify my nearest relative or acquaintance not living with me. 

Name: ______________________________________ Relationship: _____________________________________ 

Phone: ___________________________________     

Name of my Dentist: ____________________________ I was Referred By: _______________________________ 

1810 N. Olive Ave., Suite #6, Turlock, CA 95382
Phone: (209) 667-5050
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