
 
      Child Patient Information 

 
 
Patient Name: ___________________________________________________________     Date of Birth: ______ / ______ / ________     
 
Address: ________________________________________________________________    Soc Sec #: _______ - _______ - _________    
 
City/State/Zip: ___________________________________________________________     ☐  Male ☐  Female 
 
Home Phone: (______) _______ - _________      Parent/Guardian Email: _____________________________________________ 
 
Send appointment confirmations by:  ☐Text      ☐Email   Best phone to reach Parent/Guardian: ☐Home ☐Work  ☐Cell       
  
Mother’s Name: ______________________________________ Father’s Name: _____________________________________ 
 
Work: (_____) _____ - _______   Cell: (_____) _____ - ________  Work:(_____) _____ - _______   Cell:(____) _____ - _______                       
 
Who referred you to our office? _________________________________________________________________________________ 
 
In case of emergency, contact: _________________________________       Emergency Contact Phone: (        ) ______ - ___________ 
 

Your signature authorizes:  The release of information to your insurance company and the assignment of benefits. Patients are 
responsible for all costs not covered by their insurance company.  There is a 2% monthly finance charge on overdue accounts.  If your 
account is turned over to a collection agency, you are responsible for the overdue balance and additional collection agency fees up to 
50% of the balance due.  Your signature also authorizes the use of your records and clinical photographs for scientific publication or 
teaching provided your name remains anonymous. 

 
X _________________________________________________________ __________ / __________ / __________  
       Parent/Guardian Signature      Date 
                     Revised 3/1/18 

Primary Dental Insurance Information  

Name of Policyholder: ______________________________________         Relationship to Insured:  ☐Self     ☐Spouse     ☐Child     ☐Other 
 
Policyholder Soc. Sec. #: __________ - __________ - _____________           Policyholder DOB: ________ / ________ / ___________________ 
 
Policyholder Address:  ______________________________________         Policyholder Phone Number: (______) ______ - ______________ 
 
 
Policyholder Employer: _____________________________________         Insurance Company: _____________________________________           
          
Policyholder ID #: __________________________________________        Insurance Co. Phone: (________) ________ - _________________ 
 
Policyholder Group #: ______________________________________       

Secondary Dental Insurance Information  

Name of Policyholder: ______________________________________         Relationship to Insured:  ☐Self     ☐Spouse     ☐Child     ☐Other 
 
Policyholder Soc. Sec. #: __________ - __________ - _____________           Policyholder DOB: ________ / ________ / ___________________ 
 
Policyholder Address:  ______________________________________         Policyholder Phone Number: (______) ______ - ______________ 
 
 
Policyholder Employer: _____________________________________         Insurance Company: _____________________________________           
          
Policyholder ID #: __________________________________________        Insurance Co. Phone: (________) ________ - _________________ 
 
Policyholder Group #: ______________________________________       


