| Patient Registration =
Please Print .@’ @

Today’s Date:

Child Style

Referred By: Pental, LL.c
PATIENT INFORMATION

Last Name: First Name: MI
Date of Birth: Male: Female:

SIBLINGS:

Last Name: First Name: MI
Date of Birth: Male: Female:

Last Name: First Name: MI
Date of Birth: Male: Female:
RESPONSIBLE PARTY

Last Name: First Name: MI
Address City: : State: Zip:
Phone: ( ) - Work Cell : ( ) -

SS#: Date of Birth: Male: Female:
Relationship to patient: Email address:

INSURANCE

Name of Insured Patient relationship to insured:

Insured SS #: Insured Date of Birth:

Employer :

If unable to provide insurance card, please fill out the following.

Insurance Company: Group #:

Phone: ( ) - Emergency Contact Phone: ( ) -

NOTICE OF PRIVACY PRACTICES
This facility has posted a copy of the Privacy Practice in the lobby. If you would like a copy, one will be
provided at your request.

I have reviewed a copy of the Privacy Practices of this office.

Sign: Date:
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