CHILD REGISTRATION

Name (Child) _________________________________________________Sex _____ Age ____ D.O.B.____________           

Address________________________________________________________   Home Phone________________________

City ________________________________________State _____ Zip _________ Cell  Phone __________________                         

School
 ____________________________________________________             Grade ________________________                                   
ADULTS LIVING WITH CHILD:

Name of mother/step-mother (Circle one) __________________________________________________________                                                                         

Occupation                                                                           Work Phone ___________________________________                                                                                                               Cell Phone   ___________________________________

Name of father/step-father (Circle one) ____________________________________________________________                                                                             

Occupation                                                                           Work Phone ___________________________________                         




                              Cell Phone   ___________________________________

Name of biological parent not living with child: ___________________________________Phone:__________________

Who referred you to Dr. Cooley?_________________________________________________________________                        
· I am responsible for fees at the time of service. Any fees due 60 days after service are subject to collection.
· I may be charged for appointments cancelled within 24 hours of the appointment..
Parent Signature _____________________________________________  Date _____________________
Parent’s email address  __________________________________________________________________

