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teach your child oral
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SS# 5N
] Moth er Schoal Grade SS#ISIN
[] Stepmotier ' [] Guardian RS e Addrecs DL#
Email
Name City
SRNT FV. State/Prov. ___ Zip/P.C.
Work Phone Phone
Celi Phona
SS#SIN
Employer
~— OFather
[ stepfather [] Guardian
DL # Primary Dental Insurance Hame
Insured's Horme Phone
MName
Relationship Esicichiona
Birthdate SS#HSIN Cell Phone
Employer Date Emp. SSHSIN
Occupation Enviployer
Ins. Company Group # Emp. #
Ins. Company Address Decupation
Deaductible Amount already used Max.annual benefit
Orthodontic coverage D Yes D No DL #
Additional Insurance Insured's Nama Relationship
Birthdate SS#/ISIN Employer
Date Emp. Oceupation
Ins. Company Group # Emp. #

ins. Company Address

Deductible

Amount already used

Max. annual

Parent’s
Marital Status

[ single [] Divorced
[[] Married [ Widowed
[[] Separated

Who is
responsible for
making appointments?

benefit

Orthodontic coverage
DYﬁs D Mo Name
HomePhone

Work Phone

Cell Phone

Best time to call (Time).
Over Please

— (Days)
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Child’s Medical History
Is Child taking any of the following medis
[ Pain killers jNCLuDmG asprity [ Ritalin U Stimulants
[ Blood Thinners [ Tranquilizers O Insulin 1 Muscle relaxers
Others:

Child's Physician: _____ {
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WA by Q Food Allergies O Other(s): sear
. Please rate the child's general health from 1-10; " :
Does Child wear concact lenses: O Yes Mo
Has this child ever wken the drug Ritlin!
O No O Yes/How Long!
Childs blood Type:

Does the child do any of the following! Authorization ®
9 Tongue Thrusting/Sucking and
0 Mouth Beeating Release

To the best of my knowledge, the questions on this form
have been accurately answered. | understand that providing
incorrect information can be dangerous to my child's health.
It is my responsibility to inform the dental office of any
changes in my child's medical status, 1 authorize the
dentist to release any information including the diagnosis and the records of any
treatment or examination rendared to my child during the period of such Dental
uruwtl'llrdp:rtrpmr- andfor heaith practitioners. | authorize and request my insurance company to pay directly

to the dentist or dental group Insurance benefits otherwise payable to me. | understand that vy dental insurance

carrier may pay less than the actual bill for services. | agree to be responsible for all services

rendered on my behalf or my dependents.




