
Please fill in ALL available information. (Phone #’s-home-work-cell, spouse/insured information, etc) 

CHILD: 
 
Last Name: _________________________   1

st
 Name: ____________________ Middle Name:_______________ 

 

Name Called: __________________________  Interest/Hobbies:_______________________________________ 

 

School: _______________________  Date of Birth: _________________  Age: ________ SSN: ____-___-______ 

 

Previous Dentist: _______________________________  Pediatrician:___________________________________ 

 

Name & Ages of Brothers/Sisters:________________________________________________________________ 

 

Who Referred You to Us:____________________________ (Friend, Who?/Yellow Pages/Dentist/Pediatrician) 

 

PARENT/GUARDIAN: 
 
Last Name:_____________________________  1

st
 Name:____________________  Middle Name:____________ 

 

Name Called:_____________________    SSN:_____-____-______  Date of Birth:______________ 

 

Home Phone:___________________     Work Phone:____________________  Cell:_____________________ 

 

Street Address:____________________________________________ City:_________________  Zip:_________ 

 

E-mail Address:_______________________________________________________________________________ 

 

SPOUSE/INSURED: 
 

Last Name:_____________________________  1
st
 Name:____________________  Middle Name:____________ 

 

Name Called:_____________________    SSN:_____-____-______  Date of Birth:_____________ 

 

Home Phone:_____________________    Work Phone:__________________     Cell:____________________ 

 

Street Address:____________________________________________ City:_________________  Zip:_________ 

 

E-mail Address:_______________________________________________________________________________ 

 

INSURANCE INFORMATION: 
 

Insured Name: ______________________________ Dental Insurance Name: ____________________________   

 

Name of Employer: _______________________ ID number: _________________ Group #:_______________   

 

Insurance Telephone #:_____________________ 

 

Secondary Insurance (if applicable): 

 

Insured Name: ______________________________ Dental Insurance Name: ____________________________   

 

Name of Employer: _______________________ ID number: _________________ Group #:_______________   

 

Insurance Telephone #:_____________________ 
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