NEW PATIENT INFORMATION – CHILD

Today’s Date   _______ / _______/ __________                                       




Name of Dentist?  ____________________________________________
Date of last cleaning? _____/ ______/ ________
ALL ABOUT YOUR CHILD:
Child’s Name _______________________________ Birthdate _____________________

Gender:     Male              Female______
Address ________________________________________________ City / Zip Code ____________________________

Phone Number___________________________________    School _________________________________________

ABOUT YOU:
Father/Guardian’s Name____________________________ Mother/Guardian Name_____________________________

Home Address____________________________________________ City/Zip__________________________________ 
Home/Cell #_________________________________   Work/Cell # __________________________________________
Father’s Employer____________________________Father’s DOB:_______________Father’s SSN:________________
Mother’s Employer____________________________Mother’s DOB:_____________Mother’s SSN:_________________

Whom may we thank for referring you to our office?_____________________________

PRIMARY INSURANCE COVERAGE:
Insurance Company________________________________________________________________________________

Name of Subscriber___________________________   Social Security No. _________________  DOB______________

Insurance claims address_________________________________________________Claim Phone# _______________
Group #___________________Policy/Plan ID#__________________________________

SECONDARY INSURANCE COVERAGE (if applicable):
Insurance Company _______________________________________________________________________________
Name of Subscriber_____________________________ Social Security No.___________________ DOB____________

Name of insurance company_________________________________________________________________________

Insurance claims address_________________________________________________Claim Phone# _______________
Group #___________________Policy/Plan ID#__________________________________

CHILD’S MEDICAL INFORMATION:
Is child currently under a physician’s care?   Yes_____   No______ 
If yes, please explain_______________________________________________________________________________

Taking any medications?____________________Physician’s name_____________________Phone#_______________

Is child allergic to anything? Yes_____No_____ If yes, please explaine________________________________________

List other family members treated by Dr. Clark:___________________________________________________________

The policy in our office is:  Regardless of Insurance Coverage, the parent/guardian requesting treatment for the child is responsible for all fees and services rendered.  
_______________________________________________________           ____________________________

Signature of parent/guardian requesting treatment                                   Date    
