
 
ABOUT YOUR CHILD 
 

Today’s Date: ______/______/_______ 

Child’s Name: _______________________________________ 
  LAST  FIRST  MI 

Child’s Nickname: ____________________   (  )Boy  (  )  Girl 

Child’s Birth date: ______/_____/_______ Age: ________ 

Home Phone #: (______) ________________________ 

Parent’s E-mail address: _______________________________ 

Child’s Home Address: _______________________________ 

___________________________________________________ 
 CITY  STATE   ZIP 

Referred By: ________________________________________ 

 
 
INSURANCE INFORMATION 
PRIMARY INSURANCE 

Co. Name: __________________________________________ 

Address: ___________________________________________ 

___________________________________________________ 
 CITY   STATE  ZIP 

Phone #: (_____) __________________ 

Insured’s ID#:________________________________________ 

Group # (Plan ID, Local #, Policy):__________________________________ 

Insured’s Name: _____________________________________ 

Relation: _________________ Birth date: ____/_____/______ 

Insured’s Employer: __________________________________ 

SECONDARY INSURANCE (If applicable)  

Co. Name: __________________________________________ 

Address: ___________________________________________ 

___________________________________________________ 
 CITY   STATE  ZIP 

Phone #: (_____) __________________ 

Insured’s ID#:________________________________________ 

Group # (Plan ID, Local #, Policy):__________________________________ 

Insured’s Name: _____________________________________ 

Relation: _________________ Birth date: ____/_____/______ 

Insured’s Employer: __________________________________ 
 
 
 
 
 

 
 
CHILD’S FAMILY INFORMATION 
Who is accompanying your child today? 

____________________________       __________________ 
FULL NAME (IF OTHER THAN PARENT)       RELATION TO CHILD 

Do you have legal custody of this child?  (  ) Yes  (  ) No 

How many Brothers/Sisters? ______ Age(s):_____________ 

Mother’s Name: ___________________________________ 
   ( ) STEP MOTHER  ( ) GUARDIAN 
___________________________________________________ 
( ) Check if same as child’s address         HOME ADDRESS 

(______) ________________  (______) ___________________ 
        WORK PHONE   CELL PHONE 

______/____/______   _____/_____/______  _______________ 
SOCIAL SECURITY #          DATE OF BIRTH               DRIVER’S LIC # 

Employer:__________________________ How Long:_______ 

___________________________________________________ 
EMPLOYER’S ADDRESS  CITY      STATE          ZIP 
 
Father’s Name: ___________________________________ 
   ( ) STEP FATHER  ( ) GUARDIAN 
___________________________________________________ 
( ) Check if same as child’s address         HOME ADDRESS 

(______) ________________  (______) ___________________ 
        WORK PHONE   CELL PHONE 

______/____/______   _____/_____/______  _______________ 
SOCIAL SECURITY #          DATE OF BIRTH               DRIVER’S LIC # 

Employer: _________________________ How Long:_______ 

___________________________________________________ 
EMPLOYER’S ADDRESS  CITY      STATE          ZIP 

 
ACCOUNT INFORMATION 
PERSON ULTIMATELY RESPONSIBLE FOR ACCOUNT 

Name: ____________________________ Relation:_________ 

Billing Address: _____________________________________ 

___________________________________________________ 
 CITY  STATE  ZIP  
 
______/_____/______   ______/_____/______ ____________ 
SOCIAL SECURITY # DATE OF BIRTH              DRIVER’S LIC.  
 
(______) ________________  (______) ___________________ 
        WORK PHONE   CELL PHONE 
 

Payment Method: (  ) Cash (  ) Check (  ) Credit Card 

_______I hereby authorize assignment of my insurance rights 

and benefits to Gregg L. Kassan, DDS, PC for services 

rendered.  I fully understand I am solely responsible for any 

balance not paid by my insurance company. 

CONTINUE TO NEXT PAGE 



  

CHILD’S DENTAL INFORMATION 
Reason for today’s visit:   (  ) Exam/Cleaning    (  ) Emergency      Is your child in pain?  (  ) No  (  ) Yes   How Long?____________ 

Please indicate any of the following problems: 
(  ) Lost/Broken fillings   (  ) Broken or chipped teeth (  ) Stained teeth 
(  ) Red, swollen, or bleeding gums  (  ) Teeth grinding  (  ) Frequent headaches or earaches 
(  ) Sensitive tooth, teeth, or gums  (  ) Ringing in ears  (  ) Painful, locking, clicking, or popping jaw 
(  ) Bad breath    (  ) Blister’s or sores in mouth (  ) Loose tooth 

Does your child require antibiotic pre-medication? (  )Yes  (  ) No 

Previous Dentist Name and Phone #:_____________________________________________________ 

Last Dental Exam: ______/_____/______    Last Dental X-rays: ______/______/_______ 

Times a day child brushes? _______  Times a week child flosses?_______ 

Is your child’s water fluoridated? (  )Yes  (  ) No 

How would you rate your child’s smile?   Worst    1    2    3     4     5     6     7     8     9    10  Best 

 

CHILD’S MEDICAL HISTORY 
Child’s Physician: ___________________________________________   Phone # (_____) _____________________ 

Date of last medical exam: ______/_____/______ 

Does your child take any medications?  (  ) NO or  (  ) YES (Please list below) 
_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

Does your child have any medical conditions we should be aware of?  (  ) NO or  (  ) YES (Please list below) 
_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

Is your child allergic to any of the following?    (  ) Latex  (  ) Penicillin/Amoxicillin  (  ) Tetracycline  (  ) Sulfa  (  ) Aspirin                       

(  ) Dental Anesthetic   (  ) Food allergies  (  ) Other:_____________________________________________________________ 

Please rate your child’s general health from 1-10: ________       Does your child do any of the following?      (  ) Thumb/finger sucking      

(  ) Tongue thrusting/sucking         (  ) Heavy snoring     (  ) Mouth breathing (  ) Lip/sucking/biting (  ) Fingernail biting 

 

I understand the above information and guarantee this form was completed correctly to the best of my knowledge and understand it is my 
responsibility to inform this office of any changes to the information I have provided. 
 

__________________________________________________   ________/______/________ 
SIGNATURE         DATE 


