
INSURANCE

' We afe pleased to welcome you and your child to our
practice. Please take a few minutes to fill out this form
as completely as you ctlll. If you have questions we'Il be
glad to fretp you. We look forward to working with you

in maintaining your child's dental health.

PITTIENT INFORNTATION
SS/HlC/Patient lD #

Person financially responsible Home Phone (-) t, -Work Phone (-)

Whom may we thank for referring you?

Father's /Guardian's Name Mother's / Guardian's Name

Address (if different from patient's) Address (if different from patient's)

dental insurance coverage for minorichild? E Yes I t'lo dental insurance coverage for minor/child? E Yes I tto

ls your child eligible for treatment under MedicalAssistance? I Yes I trlo Child's MedicalAssistance LD. #

DENTAL TIISTORY

Date of last visit to a dentist For what service?

YES

Has child complained about dental problems? ........ tr

Does child brush teeth daily? . ".. . tr

Does child use floss every day? ""'..".......'....'*.:' I

Any mouth habits - thumbsucking, nail biting, mouth breathing, pacifier, sleeping with bottle, etc? """"" """" tr t n\

NO

T
D

tr

YES NO

ls fluoride taken in any form? ................ I I

Any injuries to mouth, teeth, head? ".'..'. I I

Anyunhappydentalexperiences?.'............'.'.....'.....tr tr
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ln the

Name

Name

event of an ernergency, whom should we contact?

To the best of my knowledge, the above information is complete and correct. I understand that it is my responsibility to inform

my doctor if my minor child ever has a change in health'

Minor/Ghild Consent
|amtheparent,guardian,orperSona|representativeof

and there are no court orders now in effect that pr this consent. I do hereby request and authorize the dental

staff to perform necessary dental seruices for th including but not limited to x-rays, and administration of

anesthetics, which are deemed advisable by the r or not I am present when the treatment is rendered'

Insurance Assignment and Release

lcertifythatmydependent(s)iscoveredbyinsurancewithandassigndirectlyto

Dr. all insurance benefits, if any, otherwise payable to me for services

rendered. I understand that I am financially responsible for all charges whether or not paid by insurance' I authorize the use

of my signature on all insurance submissions.

The above-named doctor may use my minor/child's health care information and may disclose such information to the above-

named Insurance company(ies) and their agents for the purpose of obtaining payment for services and determining

insurance benefits or the benefits payable foi related services.'This consent will end when the current treatment plan is

completed or one year from the date signed below.

Date

TO BE COMPLETED AT LATER VISIT

Has there been any change in patient's health since last dental appointment? E Yes E t"to

lf yes, please describe

ls patient taking any nfwtnedications? I Yes E trlo lf yes, please list

ParenVGuardian Signature t \

UPDATE


