
We would like to welcome you and your child to our office. Our goal is to make every child's 
visit pleasant and educational. Our practice is based on preventive care. We strive to teach 

good oral care that will enable your child to have a beautiful smile that lasts a lifetime. 
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Nickname: ______ _ _ _ ___ □ Male □ Female 

Child's Birthdate: __ /._ __ /._ __ Child's Age: ____ _ 

School: ______________ Grade:

Child's Home#:( __ ) _____ SS#: _____ _ 

E-mail Address: _________ ______ _

Child's Home Address:

APT CONDO# 

Who Is Accompanying The Child Today? 

___________ Relation: _____ _ 

Do you have legal custody of this child? 

Whom may we Thank for referring you? _________ _ 

Other family members seen by us: __ ________ _ 

Previous/ Present Dentist: _____________ _ 

Last Visit Date: ________________ _ 
. 

I 
Q Single D Widowed 

Parent 's Manta Status: 
□ M ·ec1arn 

□Mother's Information: [;J Step Mother □ Guardian 

___________ Birthdate: 

Hm#: ( __ ) _____ Cell#:( __ ) ____ _ 

Employer: Wk#:( __ ) _____ _ 

SS#: DL#: _ ____ _ 

D Father's Information: D Step Father D Guardian 

Name: ____________ Birthdate: 

Hm#: ( __ ) _____ Cell#:( __ ) ____ _ 

_____ Wk#:(_). ____ _ 

__________ Relation: _____ _ 

CITY STATE ZIP 

Hm#:(_) DL#: 

Employer: 

Wk#:(_) Ext : ss #: 

Who is responsible for making appointments? 

Name: __________________ _ 

Primary Dental Insurance 

Insurance Co. Address: 
---------------

Insurance Co. Phone#: ( __ ) ___________ _ 

Group# (Plan, Local, or Policy#): ___ __ _ _ _ _  _

Policy Owner's Name: ______________ _

Relationship to Patient : ______________ _ 

Policy Owner's Birthdate:_/.__/.__ ID#: __ __ __ _ 

Policy Owner's Employer: ______________ 

Employer's Address: ______________ _ 

Orthodontic Coverage? QYes □ No 

Secondary Dental Insurance 

Insurance Co. Name: ______________ _ 

Insurance Co. Address: ______________ _ 

Insurance Co. Phone#: ( __ ) ___________ _ 

Group# (Plan, Local, or Policy#): __________ _ 

Policy Owner's Name: ______________ _

Relationship to Patient: ______________ _ 

Policy Owner's Birthdate:_/.__/.__ ID#: ______ _ 

Policy Owner's Employer: _ ___________ _

Employer's Address: ______________ _ 




	undefined_2: 
	Relation: 
	Childs Name IAsr: 
	Nickname: 
	Male  Female: 
	undefined_3: 
	undefined_4: 
	CITY: 
	STATE: 
	ZIP: 
	Childs Birthdate: 
	undefined_5: 
	undefined_6: 
	Childs Age: 
	DL: 
	School: 
	Employer: 
	Childs Home: 
	undefined_7: 
	SS: 
	Email Address: 
	ss: 
	APT CONDO: 
	Name: 
	Do you have legal custody of this child: 
	Relation_2: 
	Primary Dental Insurance: 
	Whom may we Thank for referring you: 
	Insurance Co Address: 
	Insurance Co Phone: 
	undefined_8: 
	Other family members seen by us 1: 
	Other family members seen by us 2: 
	Group Plan Local or Policy: 
	Policy Owners Name: 
	Previous Present Dentist: 
	Relationship to Patient: 
	Last Visit Date: 
	Policy Owners Employer: 
	Employers Address: 
	Birthdate: 
	Insurance Co Name: 
	Hm: 
	undefined_9: 
	Cell: 
	undefined_10: 
	Insurance Co Address_2: 
	Employer Wk: 
	undefined_11: 
	Insurance Co Phone_2: 
	undefined_12: 
	SS DL: 
	Group Plan Local or Policy_2: 
	Policy Owners Name_2: 
	Relationship to Patient_2: 
	Name_2: 
	Hm_2: 
	undefined_13: 
	Cell_2: 
	undefined_14: 
	Policy Owners Employer_2: 
	undefined_15: 
	Wk: 
	Employers Address_2: 
	undefined_16: 
	undefined_17: 
	Has the child ever had a serious  difficult problem associated with: 
	Childs Physician: 
	Phone: 
	undefined_18: 
	Date of Last Visit: 
	Please discuss any serious medical problems that the child has had 1: 
	Please discuss any serious medical problems that the child has had 2: 
	Also known as Redux or Pondimin If so when: 
	undefined_19: 
	Please list all drugs that the child is currently taking 1: 
	Please list all drugs that the child is currently taking 2: 
	undefined_20: 
	Please list all drugsmaterials that the child is allergic to 1: 
	Please list all drugsmaterials that the child is allergic to 2: 
	Name_3: 
	undefined_21: 
	Phone_2: 
	Address 1: 
	Address 2: 
	Initials: 
	Date: 
	Doctors Comments 1: 
	Doctors Comments 2: 
	1: 
	2: 
	3: 
	1 Date: 
	Comments 1: 
	Comments 2: 
	2 Date: 
	Comments 1_2: 
	Comments 2_2: 
	Signature102_es_:signer:signature: 
	Signature103_es_:signer:signature: 
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Signature149_es_:signer:signature: 
	Date150_es_:signer:date: 
	Text152: 
	Text153: 
	Date154_es_:signer:date: 
	Date155_es_:signer:date: 
	Text156: 
	Text157: 
	Date158_es_:signer:date: 
	Text159: 
	Text160: 
	Text161: 
	Text162: 
	Text163: 
	Text164: 
	Text165: 
	Text166: 
	Text167: 
	Date168_es_:signer:date: 
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off


