Children (Dependent & under 21)



Date_______________________
Patient’s Name ______________________________________________

Date of Birth________________________________________________

Residence Address ___________________________________________

City________________________ State________________ Zip________

Name of School ______________________________________________

Address_____________________________________________________

City________________________ State________________Zip_________

1. Mother’s Name_____________________________________________

Social Security #______________________________________________

Address_____________________________ Date of Birth______________

City________________________State________________ Zip__________

Home Phone #__________________ Work Phone #___________________

Employer_____________________________________________________

Employer’s Address____________________________________________

City________________________ State_______________Zip___________

2. Father’s Name_______________________________________________

Social Security #_______________________________________________

Address____________________________ Date of Birth_______________

City________________________State_______________Zip___________

Home Phone #_________________ Work Phone #____________________

Employer_____________________________________________________

Employer’s Address_____________________________________________

City_______________________ State_______________ Zip____________

Business Phone #______________________ Is it O.K. to call?___________

All: Is the patient covered by dental insurance?


Name of Company



(1)_______________________ Contract #________________



(2)_______________________ Contract #________________

Whom may we thank for referring you?


Name__________________________________________________


Address________________________________________________

Purpose of Visit________________________________________________

For Office Use Only: Chart less__________________________
