
 
 
 
 
                                                                                          Date_______________________ 
 
CHILD’S INFORMATION 
Patient Name____________________________________________________________ 
                                  LAST                                               FIRST                                              MI                 NICKNAME 
Address_________________________________________________________________ 
City_____________________________State______________Zipcode_______________ 
Phone #’s Home(     )_____________Cell (     )   ______________                                      
E-Mail Address__________________________School___________________________   
Birthdate_________________________                                    Male___          Female___  
Social Security #___________________                                     
Emergency Contact Name________________________Phone #____________________ 
How did you hear about us?_________________________________________________ 
 
PARENT INFORMATION 
Mother’s Name__________________________________________________________ 
                                        LAST                                              FIRST                                           MI               NICKNAME 
Address_________________________________________________________________ 
City_____________________________State______________Zipcode_______________ 
Phone #’s Home(     )_____________Cell (     ) ______________ Work(    )___________                                     
E-Mail Address__________________________ Birthdate_________________________                                     
Employer_______________________________Occupation_______________________ 
Father’s Name___________________________________________________________ 
                                 LAST                                               FIRST                                                  MI                NICKNAME 
Address_________________________________________________________________ 
City_____________________________State______________Zipcode_______________ 
Phone #’s Home(     )_____________Cell (     ) ______________ Work(    )___________                                     
E-Mail Address__________________________ Birthdate_________________________                                     
Employer_______________________________Occupation_______________________ 
__ _____________________________________________________________________ 
INSURANCE INFORMATION 
Primary Dental Insurance Company________________________________________ 
Name of Subsciber______________________Subcriber’s Birthdate_________________ 
Subscriber’s Employer___________________Subcriber’s SSN_____________________ 
ID Number____________________________Group Number______________________ 
Plan Number___________________________Insurance Phone Number(     )__________ 
 
Secondary Dental Insurance Company______________________________________ 
Name of Subcriber______________________Subscriber’s Birthdate________________ 
Suscriber’s Employer____________________Subcriber’s SSN_____________________ 
ID Number____________________________Group Number______________________ 
Plan Number___________________________Insurance Phone Number(     )__________  


