Burg Pediatric Dentistry

We are pleased to welcome you to our practice.  Please take a few minutes to fill out this form as completely as you can.

If you have any questions we will be glad to help you.  We look forward to working with you in maintaining your child’s Dental health.


Patient’s Personal Information





Patient’s Name:__________________________________________________________________________Age:________________________


                                    (First Name)                                               (MI)                                   (Last Name)





Birthday: __________________________________      [ ] Male   [ ] Female        Home Phone : (               )________________________


                             (month/day/year)





Address:__________________________________________________________________ Cell Phone: (__________)____________________








City: _________________________________________________ State: ________________________ Zip Code:_______________________








Names/ages of other children: ___________________________________________________________________________________________








Who may we thank for referring you?  _____________________________________________________________________________________





Guarantor Information





 Parent/Guardian:___________________________________________________________________   Birthday: _______________________


                                              (First)                     (M.I.)                      (Last name)








Relationship to patient: ______________________________ Marital status: __________________ Drivers License #: __________________








SS#: _____________________________   E-mail Address:__________________________________________________________________ 








Employer: ___________________________________________ Employer Address/Phone: _________________________________________











Spouse’s Name: ____________________________________ SS#: ___________________________________ Birthday: ________________








Spouse’s Employer: _______________________________________ Address/Phone: _____________________________________________











Nearest Relative (not living with you) ____________________________________________________ phone (___) _______________________

















Dental Insurance Information


Primary Dental Insurance Company: ______________________________________________________________________________________





Group Name: _______________________________ Group #: ___________________________ Phone: (__________)____________________





Address: ___________________________________________________________________________________________________________





Secondary Dental Insurance Company: ___________________________________________________________________________________





Group Name: _______________________________ Group #: ___________________________ Phone: (__________)____________________





Address: ___________________________________________________________________________________________________________








Authorization


I authorize dental diagnostic procedures for my child preformed by Dr. Burg and his staff.  I agree to the use of anesthetics and pre-medication considered necessary by Dr. Burg or his associates for the comfort and the well being of my child.








Signature: ____________________________________________________________________________ date: ______________________________








