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CLINIC REGISTRATION FORM

PARTICIPANT’S NAME_____________________________________ AGE_____________


ADDRESS_______________________________________________DOB______________


CITY_____________________STATE_______________ZIP_______________


PARENT/LEGAL GUARDIAN’S NAME____________________________________________


HOME PHONE___________________ CELL PHONE________________ WORK_______________


EMAIL ADDRESS________________________________


IN CASE OF EMERGENCY

CONTACT #1								CONTACT #2

NAME__________________					NAME__________________
PHONE_________________					PHONE_________________
RELATION_______________					RELATION_______________


PARTICIPANT’S MEDICAL AND ALLERGY CONDITIONS

*MEDICATIONS CANNOT BE GIVEN TO ANY CHILD


INTERNAL USE

PAYMENT TYPE____________________________ AMOUNT PAID_________________________
