MINOR/CHILD
REGISTRATION

(PLEASE PRINT)

JEFFREY CROSS, D.D.S., PA
10 West College Terrace, Suite 130
Frederick, MD 21701

Telephone: (301) 662-0300

Phone—_ o PATIENT INFORMATION Date

hliemn otiinaL/hid Last Name T T First Name ISR Initial
sex [IM [JF Age_  Birthdate Nickname Hobbies
oM reee Streat Gity State Zip 5
Mailing Address — o i =
Parson financially responsible Home Phone Work Phone
Whom may u.;ve thank for referring you? == = SE s o - = — =

INSURANCE
Father's/Guardian's Mame . Mother's /Guardian's Name
Address (if different from patient’s) Eat Address (if different from patient's)
Home Phone Work Phone______ Home Phone Work Phone

{if different from above) (if different from above) {if different from above) {if different from above)
Emplayer Employer
Soc. Sec.# Birthdate — | Soc. Sec.#____ Birthdate. 4
Do you have dental insurance coverage for minor/child? |:| Yes |:| Mo Do you have dental insurance coverage for minor/child? [ lves [Ino
Plan Name Plan Name
Phone Mo Sl | Phone No.
Address Address
Group# Group#
Policy# E Eies Policy#
Is your child eligible for treatment under Medical Assistance? [ Tves[INo Child's Medical Assistance Identification# - |
EMERGENCY CONTACT
In the event of an emergency, whom should we contact?
MName Relationship__ el e = Phone
Name Relationship Phane
DENTAL HISTORY

Date of last visit to a dentist . For what service

YES NO YES WO
Has child complained about dental problems? D |:| Is fluoride taken in any form? |:| |:|
Does child brush teeth daily? [J [ Anyinjuries to mouth, teeth, head? Ll
Does child use floss every day? D |:| Any unhappy dental experiences? Ll B

Anv mouth hahits - thumbsuckinag, nail bitina, mouth breathina, pacifier, sleeping with bottle etc?

el ]

1 L m



