
PATIENT REGISTRATION (Minor/Insured Dependant) 

Patient Name:-----------------------------------

Nickname: _____________ _ 

Birth Date: ______ Male O Female O AGE: __ _ Social Security#: ________ _ 

Address: ______________________ P.O. Box: __________ _ 

City: __________ _ State: ____ _ Zip: _____________ _ 

Home Phone: _________ Cell: _________ E-mail: ___________ _ 

School Attending: __________________ City: ____________ _ 

Employer: ________________ _ 

Minor Living With: D Both Natural Parents D Natural Mother D Natural Father D 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: ____________ l was Referred By: ____________ _ 
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