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Child’s Name: _______________________________________ Nickname: ____________________Gender:  □ M   □ F 

    LAST  FIRST  MIDDLE  
                  

Residence Address: __________________________________________ Date of Birth: _____________ Age: ________ 
                    STREET ADDRESS    CITY STATE               ZIP 
- 

Child Resides with: ___________________________________   Relationship to Child: __________________________ 
 
Preferred Contact # (           ) ____________________________ □ CELL     □ HOME     □ WORK 

By providing your cell phone number, you consent to being contacted at that number by our practice and our 
representatives regarding treatment and your account.   Initials __________ 
 
Names of Siblings: __________, _______ / ____________, _______ / ___________, _______ / ____________, _______ 
                                  NAME       AGE    NAME               AGE          NAME                       AGE               NAME                             AGE         
Are any of them patients of our practice?  □  YES   □  NO  (If so, please circle siblings name above) 

 
 

Father’s/Legal Guardian’s Name: __________________________________________Date of Birth:________________ 
 
Residence Address: ____________________________________________________________________________________________ 
(If different from child)          STREET ADDRESS      CITY    ZIP 
 

Home: (          ) _____________________Mobile: (          ) ______________________    Drivers Lic.# ________________ 
  
E-mail Address: ________________________________________________ 
  
Employed by: __________________________________________ Position: __________________________________ 
  
 

Social Security# ________-________-________ (required, if you’d like us to bill your insurance company) 
 

Dental Insurance Carrier: _______________________________________    Group #___________________________ 
 
Address:  ____________________________________________________    Phone: (          )______________________ 
 
 

Mother’s/Legal Guardian’s Name: _________________________________________Date of Birth:________________ 
Residence Address: ___________________________________________________________________________________________ 
(If different from child)        STREET ADDRESS      CITY    ZIP 
 

Home: (          )____________________  Mobile: (          )____________________   Drivers Lic.# ___________________ 

E-mail Address: ________________________________________________  
 
Employed by: _______________________________________ Position: ______________________________________ 
 

Social Security# ________-________-________ (required, if you’d like us to bill your insurance company) 
 

Dental Insurance Carrier: ________________________________________   Group #___________________________ 
Address: ___________________________________________________    Phone: (          )_______________________ 
 
 

Whom may we thank for referring your child to our practice? _______________________________________________________ 
              NAME    CITY  RELATIONSHIP 

Whom may we call in case of an emergency? ______________________________________________________________________ 
NAME   RELATIONSHIP   PHONE # 
 

Pediatrician: ________________________________________ Phone: (          ) _____________________________ 
     NAME   
 

Specialist:  ____________________________________________ Phone: (          ) _____________________________ 
      NAME    TYPE OF SPECIALTY 

Note: If your child sees more than one specialist, please continue list on the back) 

http://www.lbpds.net

