
Thank you for filling out BOTH sides of this form completely.  This will enable us to help you 

more e=ec>vely.  If you have any Aues>onsB please do not hesitate to ask for help.

Child's name:_______________________________________________________
Birthdate:_______________________ Age:___________ Sex:______

Child's Home Address:__________________________________________________________________

City:___________________________________ State:__________ Zip:_______________

Child's Home Phone #:_____________________ Cell Phone #:___________________________

Email Address:________________________________________________________________________

Who is accompanying the child today?
Name:__________________________________ Oela>on to child:___________________________________

Do you have legal custody of this child?____________________________________________________

Is the child adopted?______________ Is the child in a foster home?_________________________________________

Other siblings seen in this office:____________________________________________________________

PreviousSPresent Den>st:__________________________ Date of last visit:_____________

Parent's Marital Status:___single ____married ____widowed___divorced ___separated

Whom may we thank for referring you to our office?
___________________________________________________________________________________________

Parent's Informa>on:
Mother's Name:__________________________________ Birthdate:__________________

Mother's Address:_________________________________________________________________________________

Social Security #:_________________________ Stepmother:______ Guardian:___________________________________

Home Phone #:___________________ Cell Phone #:____________________________________________________

Work Phone #:_______________________ Email Address:________________________________________________________

Employer:_______________________________ Posi>on:____________________________

Father's Name:__________________________________ Birthdate:___________________

Father's Address:_____________________________________________________________________________________

Social Security #:_________________________ Stepfather:______ Guardian:___________

Home Phone #:___________________ Cell Phone #:_________________________________

Work Phone #:_______________________ Email Address:____________________________________

Employer:_______________________________ Posi>on:____________________________

Person Responsible for Account:
Name:_______________________________________Oela>on to child:________________________

Billing Address:______________________________________________________________________________________________

City:___________________  State:______ Zip:__________  Email:________________________________________

Home Phone:_____________  Work Phone:______________ Cell Phone:_______________________________________

Employer:_______________________________ Posi>on:______________________________________________

Social Security #:_____________________ Driver's License #:___________________________________________________

Who is responsible for making appointments?
Name:__________________________________ Oela>on to Child:__________________________________________

Home Phone #:___________________ Work Phone #:_______________________________________________

Cell Phone #:________________________ Email Address:________________________________________________

Primary Dental Insurance:



Insurance Co. Name:_______________________________________________________________________________

Insurance Co. Address:_____________________________________________________________________________________

Insurance Co. Phone #:_____________________________________________________________________

Group #:________________________ Plan, Local or Policy #:___________________________________________

Policy Owner's Name:_____________________________________________________________________

Policy Owner's Address:_____________________________________________________________________

Oela>onship to Pa>ent:________________  Social Security #:_______________________________________________

Policy Owner's Birthdate:__________________  Employer:_______________________________________________________

Employer's Address:______________________________________________________________________

Orthodon>c CoverageQ  ______Yes   ______No

Secondary Dental Insurance:
Insurance Co. Name:_______________________________________________________________________________

Insurance Co. Address:_____________________________________________________________________________________

Insurance Co. Phone #:_____________________________________________________________________

Group #:________________________ Plan, Local or Policy #:___________________________________________

Policy Owner's Name:_____________________________________________________________________

Policy Owner's Address:_____________________________________________________________________

Oela>onship to Pa>ent:________________  Social Security #:_______________________________________________

Policy Owner's Birthdate:__________________  Employer:_______________________________________________________

Employer's Address:______________________________________________________________________

Orthodon>c CoverageQ  ______Yes   ______No

Medical Card:
Medical Card Plan:________________________________________________________________

Medical Card #:________________________________________________________________________________

I hereby authorize the release of any informa>on necessary to process my

insurance claim.  I also authorize my insurance benefits to be paid directly

to Noonan, Brockman and Pollock D.D.S., Inc. and I understand that I am

financially responsible for non‐covered services.

A copy of this signature is as valid as the original.

Sign:__________________________________________  Date:_____________________

Thank you for filling out BOTH sides of this form completely.  This will enable us to help you 

more e=ec>vely.  If you have any Aues>onsB please do not hesitate to ask for help.

Child's name:_______________________________________________________
Birthdate:_______________________ Age:___________ Sex:______

Child's Home Address:__________________________________________________________________

City:___________________________________ State:__________ Zip:_______________

Child's Home Phone #:_____________________ Cell Phone #:___________________________

Email Address:________________________________________________________________________

Who is accompanying the child today?
Name:__________________________________ Oela>on to child:___________________________________

Do you have legal custody of this child?____________________________________________________

Is the child adopted?______________ Is the child in a foster home?_________________________________________

Other siblings seen in this office:____________________________________________________________

PreviousSPresent Den>st:__________________________ Date of last visit:_____________

Parent's Marital Status:___single ____married ____widowed___divorced ___separated

Whom may we thank for referring you to our office?
___________________________________________________________________________________________

Parent's Informa>on:
Mother's Name:__________________________________ Birthdate:__________________

Mother's Address:_________________________________________________________________________________

Social Security #:_________________________ Stepmother:______ Guardian:___________________________________

Home Phone #:___________________ Cell Phone #:____________________________________________________

Work Phone #:_______________________ Email Address:________________________________________________________

Employer:_______________________________ Posi>on:____________________________

Father's Name:__________________________________ Birthdate:___________________

Father's Address:_____________________________________________________________________________________

Social Security #:_________________________ Stepfather:______ Guardian:___________

Home Phone #:___________________ Cell Phone #:_________________________________

Work Phone #:_______________________ Email Address:____________________________________

Employer:_______________________________ Posi>on:____________________________

Person Responsible for Account:
Name:_______________________________________Oela>on to child:________________________

Billing Address:______________________________________________________________________________________________

City:___________________  State:______ Zip:__________  Email:________________________________________

Home Phone:_____________  Work Phone:______________ Cell Phone:_______________________________________

Employer:_______________________________ Posi>on:______________________________________________

Social Security #:_____________________ Driver's License #:___________________________________________________

Who is responsible for making appointments?
Name:__________________________________ Oela>on to Child:__________________________________________

Home Phone #:___________________ Work Phone #:_______________________________________________

Cell Phone #:________________________ Email Address:________________________________________________

Primary Dental Insurance:




