
FATHER’S FULL NAME:_______________________________________

Father Employed By:__________________________________________

Social Security #: ____________________________________________

Driver’s License # _______________________________________

Employer Phone #:_____________________________________

Birth Date: ___________________________________________

MOTHER’S FULL NAME: _______________________________

Mother Employed By:___________________________________

Social Security #: ______________________________________

Driver’s License #: _____________________________________

Employer Phone #:_____________________________________

Birth Date: ___________________________________________

PARENT INFORMATION

DENTAL INSURANCE INFORMATION

Payment for services is required at each appointment.
The adult who brings the child to the office is financially responsible.

Insured Party’s Name:_________________________________________

Employer: __________________________________________________

Group #: ___________________________________________________

Contract # ____________________________________________

IF MORE THAN ONE INSURANCE COVERAGE, PLEASE COMPLETE:

Insured Party’s Name: __________________________________

Employer: ____________________________________________

Group #: _____________________________________________

Contract #: ___________________________________________

Relationship to Child:___________________________________

Insurance Co.: ________________________________________

Insurance Phone #: ____________________________________

Relationship to Child:___________________________________

Insurance Co.: ________________________________________

Insurance Phone #: ____________________________________

ALTERNATE NUMBER - Emergency
(Friend, neighbor, relative, etc.)

Name: ________________________________________________ Relationship to Child: _______________________ Phone: _______________________

REFERRAL SOURCE
We appreciate the referral of patients to our office and like to send a special “thank you”. Whom may we thank for referring you to us?

Name: ___________________________________________________ Relationship: _________________________________________________________

PATIENT INFORMATION

CHILD’S FULL NAME: _________________________________________________________ NICK NAME: ______________________________________

CHILD’S BIRTH DATE: _________________________________________ AGE: ____________________________________ SEX: (Circle)    M    F 

CHILD LIVES WITH: (Circle)          Both Parents             Mother             Father             Guardian             Grandparents

CHILD’S HOME ADDRESS:_____________________________________ CITY: ______________________________________ ZIP: _________________

HOME PHONE: _____________________________________________ EMAIL ADDRESS: ___________________________________________________

NAMES OF OTHER FAMILY MEMBERS WHO ARE PATIENTS IN THIS PRACTICE:

______________________________________          ______________________________________           _______________________________________

Please Complete Both Sides and Bring to Your Child’s Appointment. Thank You.
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586.247.5544

 



It is your responsibility to inform us of any changes in your child’s health. Thank you.
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