Thank ysu for selecting Maxt
Cestory Deatall We mill steive To
pravide you with the best paszible
dentad care. To help us meet all of
wour child’s dental needs, please fill
sut this ferm completely. If you
have ady questioes or meed
assistonce, please ask us we will be

Today'

5 Date: ! !

Child's Mame:

LAST FIRST

Child's Nickname:
Child's Birthday: ! / Ag

.

LI

] Bay [ Girl

Child's Home Phoned#: { )]

Child's S5#:

Child's Address:

CITY

Referred By:

STATE

ZIP

-

2

Insurance Inf

Primary Dental Insurance

Co, Nam
Address:

=

cCITY
Fhone #:

STATE

ZIP

w\ }
; i HOME PHONE # WORK PHOME #

3

 Child's Family Informat

Who is accompanying this child today?

FULL NAME (IF OTHER THAM PARENT}

Do you have Legal Custody of this child? D.l Yas D Mo
Mother's Mame:

RELATION TC CHILD

ADDRESS (O check if same as child's)
[ i L

==

CELL PHONE EMAIL ADCRESS

i /
MOTHER'S SOCIAL SECURITY# DATE OF BIRTH DL#
Employer;

Father's Name:

ADDRESS (O check if samea as child's)

( ] ([ !
HOME PHOME # WORK PHONE #

i

/ / |

FATHER'S S0CIAL SECURITY# DATE OF BIRTH [a]E I
Employer: :

Insured's ID#

Group # (Flan or Policy #):

4

Account Infol

Insured's Mame:

Relation:

Insured's Employer:

Date of Birth:

/

Secondary Dental Insurance

Co. Mam
Address:

|=H

CITY
Fhone #:

STATE

ZIP

Insured's |DF

Group #

Insured's Mame:

Relation;

Insured's Employer:

(Flan ar Policy #):

Date of Birth:

/

Please Continue On B-d{:k

Person ultimately responsible for account

Mame:;

RELATION TO CHILD
Billing Address:

CiTy STATE ZIP
| !

SOCIAL SECURITY # DATE OF BIRTH DL#

CREDIT CARD # {lo have on file if insurance short pays) Exp.

Conditions of Treatment and Payment
Ag @ concition of wour freatment by Nast Ceatury Dendal, fingnclal arangements musf be paid for & the
Hime sarvices ave rendensd,
As & cowtesy Nex! Centiry Deafal wit file your inswrance claim and assist in colecting from the
nsurance company.  Howswer, Maxt Cenfury does naf render Serates on Ihe assumphion et o
charges wil be pard by fha msurance company.  The padant porion” /& anly @0 estimale, and i the
evard that the inswance company pays less than the estimated amaur, you ave rasponsible for the
unpaid balsnca.
| suthorize Maxi Cenfuy Denfal fo relazsa any informafion inciuding disgnosis and the reconds of any
freafment ar examinadion rendered o my child or me duing the pencd of such dantal care fo fhid party
payors andiv haalth prachiioners. [ aulhorize and reques! my insurance company fo pay iTEWance
benafity directly fo Nexf Cenfury Denfal, ctherwise payabis fo me.
I grant my permission do Next Cenfury Oenls! or employess of, ko lalephone ma af homa or wark fo
disciss mallers refalad 1o Mg farm
I Fave rea the above conditans of treatment and paymenf ang agree ky their cantenf,

Signafure of Graranfor of PaymentResponsibie Party  Dale Refationship ta Patient

o






