L]
Proper dental hygiene begins at
an early age, Please take a few minutes to complete the

following information so we can better care for your
s~ @ childs dental neads.

Childs Maime ___Birthdate Csaate ClFemats
Sacial Securiny § Home Phone

Home Addness

Ciny State fip
Gehaol _ Grade
Responsible Party

Reldationship va Child _

Mame of Mother/Guardian Birthadate
Social Security @ Home Phone
Address

City State Zip
Employer BHusiness Phaone

Hame of FatheriGuandian Birthdate
Social Sepurity 8 Haoeme Phane

Address

City _ Ene Zip
Emiployer Hartiness Phone
Child's Dental History

Formeer Dentist Oifce Phone

fubcdrass .

City Mate Full i}

Crhte of Last dengal wisit
Hiow often does your child Brush?

How often does your child Hoss?

Please chack all that apply ta your child:
1 Firwpernail Biting [ Grinding Teeth
L] Jaw Difficulty: Clicking andyor Pain

|:| TI",IITIh.'FlI‘I:LJtlr S.n-rl-.ing
[ Lip or Cheek Biting

Pleave chaeck all that apply o your child:

L] Diabeeres

[ eheurmatic Fever

[ Alergies L] Epilepsy L] Scarlet Fever
[ Anemia O HV/AIDS O Tonsillitis

] Asthma [ Heas Murmir O Tuberoulosis

[l cancar [ Hepatitis - Type Llivther
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Primary Dental Insurance

Persan Responsible for Account =
Relationship to Paticnt Birthdate

Social Securnity & Home Phone -
feddress

City State Zip

Employer__ Business Phane

Business Address Ocupation _

Insurance Comgany

Insuranse Companny Address

Subscriber LD, & Group &

Additional Insurance

Pexson Respondgble for dccount ™

Relationship to Patisn ; Birthclate

Sociyl Security # . Home Phone

Address _
Clity . State Lip

Empdoyer Business Phaone

Business Address Cocupation =

Insurance Comparny

Insurance Company duddness

Subsoriber LD, § Growp @

Assignment and Release

I hereby authorize payment directhy ta

far all imsurance benefits otherwlse payable te me for serdoes rendered. | wnderstand that | am financially
responsibbe for all charges, whether or not pasd by Inswrance, and for all sereioes rendered on my behalf
o my dependants

lauthorize the above doctor andior any provider of supplier of sendoes in this office 1o release the
information required to secure the payment of benefits. | authorize the use of this signature on all

insurange subamissions,

Slgnature of Responsible Party




