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PLEASE COMPLETE BOTH SIDES

e (Firsf) (Middie) (Lash ! = |\S/[exD ; |Nicknome

Address Y e O RETS Home Phone ( ) -
Date of Birth Height Weight

Father Work Phone ( ) =
Employed by Address

Mother Work Phone ( ) :
Employed by Address

Referred to our office by

Please indicate which of the following your child has had or has at present. Please check “yes” or “no” to each item.
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If yes, what?

Name of Physician Phone ( ) -
Date of last Medical Examination Give age child walked Talked
When was the last visit to dentist Service received

Has your child experienced any unfavorable reaction o past dental care:Qyes Qno  Medical care: Qyes Qdno

How often are teeth brushed By whom

Name of Previous Dentist Phone ( ) -

Hobbies & Interests
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DENTAL INSURANCE INFORMATION

PRIMARY INSURANCE

SECONDARY INSURANCE

Policy Holder

Date of Birth

Relationship to Patient

Employer

Group #

SS#/ID#

Name of Insurance Co.

Address

Phone #_( ) 5

Policy Holder

Date of Birth

Relationship to Patient

Employer

Group #

SS#/ID#

Name of Insurance Co.

Address

Phone #_( ) -

| hereby authorize payment directly o the Dental Office of the group insurance benefits otherwise payable
to me. | understand that | am responsible for all costs of dental tfreatment. | hereby authorize the Dental
Office to administer such medications and perform such diagnostic and therapeutic procedures as may be
necessary for proper dental care. The information on this page and the medical and dental histories are
correct to the best of my knowledge.

Because

is a minor, it is necessary that a signed permission be
obtained from a parent or guardian before any and/or all necessary dental service can be started and
accomplished by Feigenbaum Dental Associates, Ltd. Furthermore, | will be responsible for any fees

incurred for this child for dental treatment. Authorization is hereby granted:

Signature (Parent or Guardian)

Date

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse fo Sign This Acknowledgement™*

l,_(parent/guardian)

, have been made aware

of this office’s Notice of Privacy Practices.

Signature (Parent or Guardian)

Date
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