Proper dental hygiene begins at
an early age. Please take a fews minutes to complete the
following infarmaticn so we can better care for your
Sl @m, child’s dental needs,

Child' Name Birthdate __ Male [remale

Social Security Home Phane

Home Addrass

City tat in

G 1Ty R Grade T
ible Party.

Relationship Lo Child i

Name of fother/Guardian Airthdare
Social Security 1 Home Phone

Address i

city tat it

Lmployer Business Phone

Cell Phone. E-mail

Nameof Father/Guardlan Birlhdate Sl 58
Social Security # i Hame Phans

Address, —

City Gt State Zip

Emplayer. Business Phone

Cell Phene. E-mail

Former Dertist Gifice Phane

Address______ &

City Stat Zip

Date of last dental visit
Haw often does your child brush?
How often does your child Nuss?

Flease check all thar apply to your chil
[ ThumbiFinger Sucking LI Fingernall Biting  Grinding Teeth
L] tip or Cheek Biting [ Jaw Dificuilty: Clicking and/or Pain

Please check all thal apply to your child

O Allergies O Diabetes [ Hepatitis - Type O Tuberculosis
O anernia O epilepsy T Rheumatic Fever O ather
[ Asthma O HivemiDs [ scarlet Fever

[ Cancer O Heart Murmur T Tonsillitis &

0304



Fercon Rasponsitle for Account

Relationship to Patient e e iR TR iy it
Soclal Security # Homa Fhone
delres

R s oy R L __ State __2Zip

Employer_____ et __ Business Phone

Business Address Gecanetion

Insurance Compary 5

Insurance Company Addre

Subscriber LD.# Groug ¥

Additional Insurance

Persan fer Account Rl
ip 1o Patient_ Birthdate — Celaba

Social Security # e s S S T s PR T e g "

Mddress

City B i Stae___ Sl i St

Employer—_ Business Fhone

Business Address s L TR Occupation

Insurance Company vt

Insurance Company Addr

Subscriber D% Group &

Assignment and Release

| herehy authorize payment dirsctly to
for all insurance benefits otherwise payable to me for services rendered, | understand that | am financially
respansible for all charces, whether or ot paid by insurance, and for all services renderad on my behalf

or my dependents.

| autherize the above daclor and/ar any pravider or supglier af serices in this office ta release the
information reauired to secure the payment of beneflts. | authorize the ust of s signature on all

insurance submissions.

Signature of




