WELCOME

We are pleased to welcome vou and your child to our practice.

Please take a few minutes to fill out this form as completely as you can,
If vou have questions we'll be glad to help yvou. We lock forward to
working with you in maintaining your child's dental health.
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To the best of my knowledge, the above information iz complete and corect. | understand that i is my responsibility to inform my dector if riy rninor
child gver has a change in haalth.

Minar/Child Consent
|'am the parent, guardian, of parsenal represantative of

Flease Prnt Mame of MnedShild

and there are no court orders now in affact that prohibit me from sigring this consent. | do hereby request and
authoriza the dental staff to perdorm necessary dental services for the chid named above,
inGluding but not limitad 10 x-rays, and administration of anesthetics, which are deemed advisable
by the doctor, whether or not | am present when the treatment is rendered.

Insurance Assignment and Release
| certify that my depandent{s) is covered by insurance with

Mame of Insuranse Companylies)

and assign directly to Dr. all insurance
banafits, if any, otherwise payable to me for services rendered. | understand that | am financialy
responsible for all charges whether or not paid by insurance. | authorize the use of my signature on
all insurance submissions.

The above-named dactar may use my minarchild’s health care infarmation and may disclose such
infermation to the above-named Insurance Companylies) snd their agents for the purposs of
obtaining payment for services and determining insurance benefitz or the beneafils payable for related
gervices. This consant will end whan tha current treatment plan is completed or one year from the
date signed balow,
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TO BE COMPLETED AT LATER VISIT

Has there baan any change in patient's haalih since last dental appointment? Qves  Owo

If yas, please describe )

i patient taking any new medications? @‘-r’es OND IT vas, please list
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