
CHILD REGISTRACTION 

 

PLEASE COMPLETE BOTH SIDES AND BRING THIS FORM WITH YOU AT THE TIME OF 

YOUR INITIAL VISIT. 

 

Patient Name___________________________________________Maiden_________ 

 

Patient Address_______________________City_________ State______Zip_______ 

 

Patient Home Phone___________Work_________DOB____Age___ M/F_________   

 

Family Dentist_________________  Referred By______________________________ 

 

Reason for Consultation__________________________________________________ 

 

Parent Information 

 

Mother_________________________ Maiden__________SS#__________________ 

 

Address ________________________ City____________,Zip____________ 

 

Employer_____________________________Occupation______________________ 

 

Home Phone____________Work _______________Contact Y/N________ 

 

Orthodontic Insurance Y/N___ Name of Insured____________________DOB_____ 

 

Name of Insurance Co._________________________,ID_____________Group_______    

 

Address______________________________________, City___________, Zip_______ 

 

Father_______________________________SS#_____________________ 

 

Address____________________________ City__________Zip__________ 

 

Home Phone______________Work_____________Contact Y/N_________ 

 

Employer___________________________Occupation________________________ 

 

Orthodontic Insurance Y/N___ Name of Insured____________________DOB_____ 

 

Name of Insurance Co._________________________,ID_____________Group_______    

 

Address______________________________________, City___________, Zip_______ 

 

 

X_________________________________________________ 

Signature of Financially Responsible Party (Party who is requesting treatment) 

 

Visit our Website at www.kirschorthodontics.com 

 

Email us at: kirsch@kirschorthodontics.com 

 

  


