
Date Please	help	us	get	to	know	you
Registration	for	Minors

Patient	Information

Name	_____________________________________ Age______ Date	of	Birth__________

Home	Address	______________________________ City/Zip	Code	____________________

Home	Phone	____________________ Work	Phone___________ Cell	Phone	____________

SS	#	_________________ School/Employer	_______________________________________

Child	Resides	with:				Both	Parents	______			Mother	______	Father	______	Other	______

Mother's	Name	__________________________________			DOB	______________________

Father's	Name	___________________________________			DOB	______________________

Billing	Address	(If	different	from	patient)	_________________________________________

Home	Phone/Father	(If	Different)	___________	Work	#	__________		Cell	#	____________

Home	Phone/Mother	(If	Different)	___________	Work	#	__________	Cell	#	____________

			Mother	________ Father	_______								Other	________

Insured's	Name	_____________________________ SS/Ins	ID	#	_______________________

Employer	_______________________ Occupation	_________________________________

Ins.	Company	_______________________________ Group	#	_________________________

Ins.	Address	__________________________________________ Phone	_______________

City/State/Zip	_______________________________________________________________

Seconday	Dental	Insurance:			Mother	________ Father	_______								Other	________

Insured's	Name	_____________________________ SS/Ins	ID	#	_______________________

Employer	_______________________ Occupation	_________________________________

Ins.	Company	_______________________________ Group	#	_________________________

Ins.	Address	__________________________________________ Phone	_______________

City/State/Zip	_______________________________________________________________

Primary	Dental	Insurance:


