
Date:

CHILD INFORMATION FORM
Patient Name_______________________________________________________________      � Male � Female

Social Security #_________________________________________Birth Date________________Age__________

Home Address ________________________________________________________________________________

City_____________________________________________State_______________ Zip______________________

Primary Phone #________________________________ � home � cell Ok to leave Message? � Y  � N

Email ______________________________________________________________________________________

School ______________________________________________________________________________________

List any sports or extracurricular activities ________________________________________________________

Siblings (names and ages) ______________________________________________________________________

Parent’s Marital Status          � Single          � Married          � Divorced         � Widowed

� Mother      � Step-Mother     � Guardian     � Other     Name______________________________________   

Social Security #__________________________________________Birth Date____________________________

Address (if different from child’s) ________________________________________________________________

City_____________________________________________State_______________ Zip______________________

Phone #________________________ � home � cell   Secondary Phone #_______________________ � home � cell

Employer’s Name__________________________________________Occupation___________________________

� Father      � Step-Father     � Guardian     � Other    Name________________________________________   

Social Security #__________________________________________Birth Date____________________________

Address (if different from child’s) ________________________________________________________________

City_____________________________________________State_______________ Zip______________________

Phone #________________________ � home � cell   Secondary Phone #_______________________ � home � cell

Employer’s Name__________________________________________Occupation___________________________

EMERGENCY CONTACT INFORMATION
Emergency Contact Name (outside of household)____________________________________________________

Phone #_______________________________________Relation to child_________________________________

Address ____________________________________________________________________________________

City_____________________________________________State_______________ Zip______________________

Person(s) OK to release appointment or medically related information to concerning the child.

Name   ________________________________________ Relation to child__________________________________



PRIMARY DENTAL INSURANCE

Policy Holder’s Name __________________________________________________________________________

Policy Holder’s Birth Date___________________________Policy Holder’s SSN _____________________________

Employer   ____________________________________________ Relation to Patient_________________________

Insurance Company Name ______________________________________________________________________

Insurance Phone Number ______________________________________________________________________

Group Number ______________________________________________________________________________

Policy Number________________________________________________________________________________

SECONDARY DENTAL INSURANCE

Policy Holder’s Name __________________________________________________________________________

Policy Holder’s Birth Date___________________________Policy Holder’s SSN _____________________________

Employer   ____________________________________________ Relation to Patient_________________________

Insurance Company Name ______________________________________________________________________

Insurance Phone Number ______________________________________________________________________

Group Number ______________________________________________________________________________

Policy Number________________________________________________________________________________


