Vickerstaff Health Services Inc.

Registration Form for a Minor Child
Full name of child _______________________________________________________

Date of birth:____________________________________________________________

Name of parent or guardian_________________________________________________

Address:________________________________________________________________
________________________________________________________________________
_______________________________________________________________________

Phone number:_______________________Fax number:__________________________

E-mail _____________________________Skype name___________________________

Family doctor; Name:_____________________________________________________

Address:________________________________________________________________________________________________________________________________________________________________________________________________________________

Phone number:__________________________Fax number:_______________________

 Referring doctor (if different from above): Name___________________________________________________________________

Address_________________________________________________________________________________________________________________________________________________________________________________________________________________Phone number____________________________________________________________

E-mail if known:__________________________________________________________

Method of Payment:

Cash or Cheque:  (Please circle)
Visa or MasterCard: 

Your name as it appears on your card:________________________________________
Credit card number_____________________________________________________

Expiration date:___________________________________________________________

Please sign here to authorize payment of_____________ 

Signature:___________________________________Date
