NAAreso: | IT anterent vnan wnid o) P 42 ) NAUTGLD. (1T AILIGICT L LHAT LT 9 ) [NILA PN 1]
5o #: DL #: S5 #: DL #:
Wk #: ( ) Ext: Cell/Other #: ( ) Wh #: ( ) Ext: Cell/Other #: ( )
Email: Email:
Employer: Employer:
Employer's Addrese: Employer's Address:

City State Zip City State Zip

If you have Dental Insurance Coverage for the Child, please fill out below:

Insurance Co. Name:

Insurance Address:

City State Zip

Insurance FPhone: { )

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

If you have Dental Insurance Coverage for the Child, please fill out below:

Insurance Co. Name:

Insurance Address:

City State Zip

Insurance Phone: )

Group # (Flan, Local, or Folicy #):

| certify that my child is covered by

Release

Insurance Co. and | assign all insurance benefits otherwise payable to me. | understand that
| am responsible for payment of services rendered and also responsible for paying any copayment and deductible that my insurance does not cover. | hereby authorize
~ the dentist to release all information necessary to secure the payment of benefits. | authorize the use of this signature on all my insurance submissions, whether
¥ manual or electronic,

Signature of Farent or Guardian Date

COv\ﬁnuetJ. on Back







