WELCOME to

South Florida Dentistry for Children & Orthodontics, P.A.

USRI
James G, Bennett, Jr., DML

Iriplomate Awerican
Roard of Pediairic Dentisiry

IEMTINTS
Lauvren M. Governale, DALDL, MEH.
Robert C. Stephens, DUV,

We would Bl bo welcome you and yaur Family to our ofice. As a dedicated dental tarn, we are commitied 1o providng excegtonal care and excesding
vour epectations, We strive S meke each patient’s experience special, pleasant ard sducational whis caring for them, as we would oo gvr family

members, fur practice is based on preventetivs care that willl enaile your child to heva a beaulital smile That zsts 3 lketme.

Thit greatest compliment our patients can give is the refemal of their friends ard koved onas. Thank you Tor your tnast
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Mame:
Todlay's Date: Adirass
Child's Nama Gty _ i1 Zip
Hicknasme: Sex: | (e CELL #
Email; __ _ ) =t =
Coi's Dirthtates ALE: = | | Empiayer WK ¢
Sehaal: | . Grade: | | Occupalion; . 12
Chikf's home Address _ _ 558 L#
Inswranca D &
oy T e Fin Gode ’
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PRIMARY DENTAL INSURANCE

Insurance co. Mame;

Insuranmce co. Address

Inserance Co. Phone &

Group# {Flan, Local or Policy 3
Insured's Name: . P
Relationshép to Patiant,__

Insured's B-gay:_

1D or 558

Insared Employer:
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SECONDARY DENTAL INSURANCE B
Insurance oo Name;

Insurance co Address

Insurance Co. Phone &

Groupd [Pian, Logal or Policy 3)
Insurad's Kame

Felationship o Patient: ) .
Insurad's B-day: ! ! 10 or 554
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-
WHY DID ¥YOU BRING THE CHILD
TO THE DENTIST TODAY?

Has he child ever had a seriousdifficult problem associated

Plzase describe the chitd's cument physical health

with previces dental work?  _ Yes Ho
Please expiain

Has the child ever had any paintanderness in their [aw jint
(TRMTMOY s N

Ooes the child brugh their feath daily? __ Yas  _ No
Floss their lesth daily?  _______ Yes Mo
Flugride faken? _ ¥es Mo

Chilil's Physician

Phaned

ks the child currently under the care of & physician?
Y M

Please list all drugs the child is currently taking

Plzase Nist all drags that the child is allrgic b

-
HAS THE CHILD EVER HAD ANY OF THE
FOLLOWING MEDICAL PROBLEMS?

¥ N Heart Murmur ¥ N Congenital Heart Defect
¥ N Cancer ¥ N Comulsions ! Epitapsy
¥ M Diabsles ¥ N Abmonmal Bleeding

¥ N Rheumatic Fever Y N Heating Impzirment

¥ N HM+ /Aids ¥ N Ay Dperations

¥ N Hemophifis Yo N Any stays in g hospitsl
¥ M Asthma ¥ N Kidney ! Lives Problams
¥ M Hepatitls ¥ N Handcaps / Disabilities
¥ N Tuberculosis (TE) ¥ N Alergies

Plegse discuss any senous medical prontems that the chitd has had:
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-
HAS THE CHILD HAD OR HAVE ANY OF THE
FOLLOWING HABITS?

¥ W Facifier

Thumi / Finger Sucking
Lip Suecking  Biting
Mail Biting

Mursing Botile Habits
Enaring

Grirging
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Our office is commitied to meeting or exceeding the standards of

imfection madated by 05HA, the COC and the ADA

Please read and sign the following responsibility and consent for treatment, payment and health care operations.

To the bes? of my knowledge, the above information is complete and cornact,

| undlerstand that this information may be disclosed in treatment, for payment, and in normal healthcare operafions.
| urderstand that | am responsible for any financial obligation incurred for services provided and accept full responstbility for this

account. Insurance is processed as & courtesy to patients. It is my obligation fo understand my insurance coverage,
| awtharize and regquest my insurance company pay directly to the dentist or dental group, insurance benefils atherwise payatibs
fo me. | urderstand that any insurance estimate given by this office is not a gugrantee of actual msurance payment or coverage.

Any insurance claim not paid in full in 50 days will become my respansibility at that time,
Payment is due when services are rendered.
If at any tirme thers is & change of insurance, | will notify your business office so you may update my account,
| understand thal it my account i forwarded for collection, | will be responsible for the balance and all collection lees.
| 'will b informed of all servicss and their estimated cost belore any service are renderad

Fesponshle Party Signature {and relafionghip, If for childy Dite

Responsible Party Name (Please Print:




