
 
 

Child Patient Registration 
 

 
 
Date: _______________________ 
 
 
Patient’s Full Name: ______________________________  Nickname: __________________________ 
Address: _______________________________City: _________________ State: ____ Zip: ______________ 
Phone: ________________________________ Email Address: __________________________________ 
Date of Birth: __/__/____ School: ______________________________ Grade: _________________ 
General Dentist’s name: ____________________________________________________________________ 
Has anyone in your family been treated in this office? _____________________________________________ 
Siblings: list brothers/sisters with age: _________________________________________________________ 
 
 
   Father       Mother 
 
Name: __________________________________  Name: __________________________________ 
Address: ________________________________  Address: ________________________________ 
________________________________________  ________________________________________ 
Employer: _______________________________   Employer: _______________________________  
Empl. Address: ___________________________  Empl. Address:  __________________________ 
Home Phone: ____________________________  Home Phone: ____________________________ 
Business Phone: __________________________  Business Phone: __________________________ 
Cell Phone: ______________________________  Cell Phone: ______________________________ 
 
 
 
Person responsible for this account: _________________________________ 
Person responsible for making appointments: _________________________ 

 
 

Orthodontic Insurance 
 
Ins. Co. Name: _________________________  Phone # _________________________________ 
Ins. Co address_________________________  ID# _____________________________________  
Subscriber Name: ______________________  SSN: ____________________________________ 
Date of Birth: __________________________  Group # __________________________________ 
Do you have a Flex Spending account? YES  /  NO 
 
 
 
 

 


