%&PED ATRIC DENTISTRY
4y, LEP\O(\

Thank you for trusting us with your dental care.
Your kindness in furnishing the following information will be appreciated and will
be used in strict confidence to prepare your child’s clinical chart.

Michael J. Leach, D.D.S.

(Tell Us About Your Child )
Child’s Name: Child’s Birth Date: / / Child’s Age:
Last First Mi
Nickname: (1 Male [ Female School: Grade:
Child’s Home Address:
Street City State Zip
Names & Ages of other children presently being treated at this office:
Referred by:

1\ J
(Parent Information A
Parent’s Marital Status: [_] Married [_] Divorced [ Separated I Widowed [ Remarried [ Single

Mother [0 Step Mother (O Birth Date: / / Home Phone: # ( ) Work Phone: # ( )
Name: Social Security #: Driver’s License #:
Address:
Street City State Zip
Employer: Parent’s Dentist:
Father (O Step Father (O Birth Date: / Home Phone: # ( ) Work Phone: # ( )
Name: Social Security #: Driver’s License #:
Address:
Street City State Zip
Employer: Parent’s Dentist:
Guardian: Relationship: Social Security #:
Billing Address:
Street City State Zip
Work Phone #: ( ) Home Phone #: ( ) Employer: Driver’s License #:
J
(Method of Payment )
(] Cash or Check at time of treatment [_] Visa or Master Charge [ Insurance
1\ J
(Dental Insurance Information (Not Medical Information) )
Primary Insur. Co. Name: Ins. Phone #: ( ) Group # (Plan, Local, or Policy #):
Insurance Co. Address:
Street City State Zip
Policy Owner’s Name: Relationship to Patient: SS#:
Policy Owner’s Birth Date: / / Policy Owner’s Employer: ID#:
Employer’s Address:
Street City State Zip
\. J

CONTINUED ON BACK



