
	
Date   __________________


Parent’s Information:		                                          Social Security #______-____-______
Name __________________________________Birth date _________Home Phone _________________
Address_________________________________ City____________  State________ Zip_____________






Status     Minor      Single    Married    Divorced   Widowed    Separated
Patient’s or Parent’s Employer _____________________________Work Phone __________________
Business Address ________________________City _____________State ______ Zip _____________
Whom May We Thank for Referring You? _________________________________________________

[bookmark: _GoBack]
Insurance Information:
Name of Insured ___________________________________Relationship to Patient ______________
Date of Birth of Insured ___________________Social Security # of Insured _____-_____-______
Insured’s Employer_______________________________________ Phone # _______________________
Insurance Company Name________________________________ Phone # _______________________


Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge.
The above questions have been accurately answered. I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care third party and/ or health practitioners. I authorize and request my Insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. I understand that my dental insurance carrier may pay less than actual bill for services. I agree to be responsible for payment of all services rendered on my behalf or my dependents.



Signature_____________________________________Date_________________________
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