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                                               YOUNG ADULT/CHILD REGISTRATION 

Last Name__________________      First Name_________________  MI______ Gender: M/F 

Email: ___________@____________  DOB __________ SSN __________________ Age______ 
Tel. #_(_______)___________________   

Parents Information: Whose insurance covers this patient? ___ Mother  __ Father __ Both 

Mother:  Last Name____________   First Name ______________  MI___   DOB __________ 

SSN:__________________  Home Address _________________________________________  

Home Tel. # _______________________ Cell # ________________________                                                   

Email Address: ________________@_____________  Employer:_________________________  

Insurance Company_____________________    Policy Holder ID#  ________________________  

Group#_______________________________  

Father: Last Name ___________________ First_________________ MI___ DOB_____________ 

Home Address:_______________________________ Email Address: __________@__________ 

Home Tel. #________________ Cell # __________________ SSN: _______________________ 

Employer:__________________  Occupation_______________ Work Number______________ 

Insurance Company______________________  Policy Holder ID #________________________  

Group#___________________________________ 

Emergency Contact (both parents/Mother/Father), If different or additional contact person:                                                                            

Name_______________________________ Email Address_______________@_____________                                

Relationship to Patient__________________ Home Phone______________ Cell_____________ 

Financial Agreement and Authorization for Treatment                                                                                                  

I authorize treatment of the person named above and agree to pay all fees and charges for 

treatment when presented with the bill. In the event legal action should be necessary to collect 

an unpaid balance due, I agree to pay reasonable attorney fees or other court costs, as decided 

by the court. I agree that payments will not be delayed or withheld because of insurance 

coverage or pending claims. I authorize my insurance company to send payments to my 

provider. A copy of my signature is as valid as the original one. 

Signature____________________ Name: _________________________________________  

Relationship: ______________________________ Date______________________________ 

 


