Welcome

to our 1practice! We strive to make
each of your child’s visits pleasant
and comfortable. Our goal is to &
“teach your child oral
" habits which will help
' keep their smile
beautiful for their
o lifetime.
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: m. . Primary Dental Insurance |

' Insured’s L
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Employer Date Emp. :
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Ins. Company Group # Emp. # :
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Deductible ___ Amountalreadyused ___________ Max. annual benefit
Orthodontic coverage I:I Yes D No DL #
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Ins. Company Address
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Best time to call (Time) ___________ (Days)

Over Please



Health
History

Your child’s overall health as well as any medications
which your child takes could have an important inter-
relationship with the dental care your child receives.
Please answer each of the following

questions completely.

ad any of the following:
Rheumatic Fever []
Congenital Heart Defect [1)
Handicaps/Disabilities
Convulsions/Epilepsy E :
Tuberculosis ] YES . Does your child:

Heart Murmur ] YES umb/finger ......cooiienniinnen

in any medical problems that your child ]

Authorization and 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. | authorize the dentist to release any information including the
! diagnosis and the records of any treatment or examination rendered to my child during the
|
|

period of such Dental care to third party payors and/or other health practitioners. | authorize
and request my insurance company to pay directly to the dentist or dental group insurance
benefits otherwise payable to me. | understand that my dental insurance carrier may
pay less than the actual bill for services. | agree to be responsible for
payment of all services rendered on my behalf or my dependents. —

Signature of patient or parent/guardian if minor

Thaest

Date Comments = -

Signature ___



