
New Patient Form

Today’s Date:

NOTE: The parent or guardian who accompanies the child is responsible for payment at the time of service.

TELL US ABOUT YOUR CHILD WHO IS ACCOMPANYING YOUR CHILD TODAY?

PERSON RESPONSIBLE FOR ACCOUNT

PRIMARY DENTAL INSURANCE

SECONDARY DENTAL INSURANCE

MOTHER’S INFORMATION

FATHER’S INFORMATION

WHO MAY WE THANK FOR REFERRING YOU?

Child’s Name:

Goes by:

Siblings that we treat:

Child’s Birthdate:

School:

Address:

Employer:

Work #:

Home #:

Cell #:

SSN:

Email Address:

DL#:

Mother Stepmother Guardian Birthdate:

Child’s Home #:

Child’s Home Address:

Child’s Age:

Male Female

Last First Middle

City State Zip

City State Zip

Name:

Address:

Employer:

Work #:

Home #:

Cell #:

SSN:

Email Address:

DL#:

City State Zip

Name:

Father Stepfather Guardian Birthdate:

Name:

Relationship:

Name:

Relationship:

Billing Address:

Work #:

Home #:

Cell #:

Email Address:

Insurance Co. Name:

Insurance Co. Address:

Insurance Phone #:

Group # (Plan, Local, or Policy #):

Policy Owner’s Name:

Relationship to Patient:

Policy Owner’s Birthdate:

SSN:

Policy Owner’s Employer:

Do you have legal custody of this child? YES NO

City State Zip

City State Zip

Insurance Co. Name:

Insurance Co. Address:

Insurance Phone #:

Group # (Plan, Local, or Policy #):

Policy Owner’s Name:

Relationship to Patient:

Policy Owner’s Birthdate:

SSN:

Policy Owner’s Employer:

City State Zip

Copyright © Smile Savvy, Inc. All Rights Reserved.



Dyes


	npform
	2

