
                                                  

      3519 56th Street NW, Suite 140       Gig Harbor, WA, 98335 
                                                              Phone   253-858-8581       Fax   253-858-2189 
                                                                              

                                                                                                                                                         www.harborkidsteeth.com                                                                                                                                                                                                                                                                                                                                                                                         

Family and Child’s Registration              Today’s Date_____________

Father or Guardian:

Name:______________________________

Address:____________________________

City, State, Zip:______________________

Home Phone: _______________________

Work Phone:________________________

Cell Phone:_________________________

Email:_____________________________

Social Security #: _____________________

Driver’s License #: ____________________

Date of Birth:________________________

Employer:___________________________

Mother or Guardian:

Name:______________________________

Address:____________________________

City, State, Zip:_______________________

Home Phone:________________________

Work Phone:_________________________

Cell Phone:__________________________

Email:______________________________

Social Security #:  ____________________

Driver’s License #:____________________

Date of Birth: ________________________

Employer:___________________________

Your Child’s/ Children’s  Name (s):  
__________________________________________________ M__F__ Age:______ Birthdate:______________  
__________________________________________________ M__F__ Age:______ Birthdate:______________  
__________________________________________________ M__F__ Age:______ Birthdate:______________  
__________________________________________________ M__F__ Age:______ Birthdate:______________  

Dental Insurance Carrier:    Secondary Dental Insurance Carrier: 
____________________________________ __________________________________________
Primary Insurance Policy Holder:   Secondary Insurance Policy Holder:
____________________________________ __________________________________________
Group #:____________________________  Group #:___________________________________
ID#:________________________________  ID#:_______________________________________
Phone Number:_______________________  Phone Number:______________________________
Whom may we thank for referring you to our office?___________________________________________

LISA A. BLOCK
D.M.D., M.S.

PEDIATRIC DENTISTRY
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