	Folan Family Dental

 Registration Form for Patients 17 years of age or Younger
Patient’s Name___________________________________________________________________________________________
                                  Last                                                                                           First                                                                              Middle 

Address_________________________________________________________________________________________________

                                  Street                                   Apt #                                                      City                                                                               State                                               Zip

Nickname_________________________ Birth date__________________  Social Security #_____________________________

If this is your first visit to our office whom should we thank for referring you?_________________________________________

If this is your first time to our office and you were not referred, how did you learn about us?_________________________
RESPONSIBLE PARTY INFORMATION

Name_________________________________________________________________Relationship:______________________
                       Last                                                   First                                                                           Middle 

Address_________________________________________________________________________________________________

                                              Street                                                                                         City                                                                                         State                                      Zip

Cell Phone________________________________________              Home Phone_____________________________________
E-mail Address:________________________________________   Social Security #___________________________________

Employer____________________________________________________                 Occupation:________________________ _

Second Parent/Guardian:_________________________________________________Relationship:________________________  
                                                    Last                                            First                                         Middle

Address_________________________________________________________________________________________________

                                              Street                                                                                         City                                                                                         State                                      Zip

Cell Phone:________________________________________              Home Phone:_____________________________________

E-mail Address:   ________________________________________________________________________                                                                                                              
DENTAL INSURANCE INFORMATION
______ I/we do not have dental insurance and know I  am responsible for any charges at Folan Family Dental.

Insured’s Name: _____________________________________________Insured’s ID #_______________________________
Insurance Company________________________________________ Group Number________________________________
Insurance Company Address:_____________________________________________________________________________
                                                                                                                 Street                                                                    City                                   State                                                        Zip          

Do you have dual coverage?  Yes______   No______  If yes:

Insurer’s Name______________________________________________ Insurer’s  ID________________________________
Insurance Company Name:_______________________________________________________________________________
Insurance Company Address:_____________________________________________________________________________
                                                                                                                 Street                                                                    City                                  State                        Zip      

                                                            EMERGENCY INFORMATION

Name of nearest relative not living with you_______________________________________ Relationship__________________

Address_________________________________________________________________________________________________

Cell Phone________________________________________        Home Phone________________________________________ 
                                         I have read Folan Family Dental’s Notice of Privacy Practices (HIPPA).

                                       The information contained in this form is accurate to the best of my knowledge.

Parent Signature:______________________________________________________                   Date_____________________ 
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