
GENERAL INFORMATION:

PATIENT •••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

Child’s Name_____________________________________  Age____  Gender _____________________

Name child goes by_______________________ Primary Physician ______________________________

Date of birth _________________________  Place of birth _____________________________________

Favorite pastime activity, pets, or special interest: _____________________________________________

PARENTS AND FAMILY •••••••••••••••••••••••••••••••••••••••••••••••••••

Parent’s Name _________________________________________________________________________

Home Address _________________________________________________________________________

City, State, Zip  ________________________________________________________________________

Home Phone _______________________________ Email ______________________________________

Person responsible for account  ____________________________________________________________

Name, address & phone of parents’ next-of-kin not living at same address  _________________________

_____________________________________________________________________________________

List names of other family members who are patients here ______________________________________

Family dentist _________________________________________________________________________

FATHER •••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

Father’s employer ______________________________________________________________________

Occupation_____________________ Bus. Phone _______________ Cell Phone ____________________

Business Address ______________________________________________________________________

Father’s SS# ________________________ Father’s date of birth _________________________________

MOTHER •••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

Mother’s employer _____________________________________________________________________

Occupation_____________________ Bus. Phone _______________ Cell Phone ____________________

Business Address _______________________________________________________________________

Mother’s SS# _______________________ Mother’s date of birth ________________________________

OTHER ••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

Whom may we thank for referring you? _____________________________________________________



MEDICAL HISTORY ••••••••••••••••••••••••••••••••••••••••••••••••••••••



ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES NOTICE:

Child’s Name  _______________________  Social Security # _________________________________

Address ____________________________________________________________________________

City, State, Zip  ______________________________________________________________________

Telephone  ____________________ E-Mail _______________________________________________

I, __________________________________________________, have received a copy of this office’s

Notice of Privacy Practices.

____________________________________  		  ___________________________________
Signature                                                                                  Date

___________________________________________________________________________________
If you are signing this authorization on behalf of a minor, please note your relationship to the child in the

space provided above .

************************************************************************************
Include this document of receipt in the individual’s records.



ATTENTION:

We make every effort to notify our patients of appointments they have made. If you are unable to keep 
the appointment that you were given, you must kindly give 24 hours notice. Otherwise, there will be a 
$25 charge to your account.

__________________________________ 			   ________________________
Signature 							       Date



PAYMENT & INSURANCE POLICY - Please Read and Sign

If you have dental insurance, we are happy to file your insurance claims at our expense. Your portion or co-pay 
is due, in full, on the day of service or the day treatment is received. We will be happy to inform you or your 
portion due if you request it before the date of the appointment or treatment. If you do not have dental insurance, 
payment in full is due on the day treatment is received.

If our fees are over the usual and customary amount your insurance company sets and will pay, you are responsible 
for the amount the insurance company does not pay. Every insurance company is different and sets their own limits 
on what they will pay. 

We need your help in keeping insurance and billing information current and accurate. We can only file insurance 
claims with the information that you provide to our office, and it is essential that it be correct for claim pay-
ment. If we find it necessary to re-file your claim due to incorrect insurance information, there will be a charge for 
re-fiting the claim(s). We deal with hundreds of insurance plans, and it is impossible for us to know what your insur-
ance policy covers. All insurance policies are different. We will give you and estimate of the expected benefits, but 
payment for all services provided are ultimately your responsibility. Your insurance company will determine the final 
benefits and your portion of the total bill. If there are any questions regarding payment of a claim, please contact 
your insurance company. If your insurance company has not responded to our claims within 90 days after filing, the 
entire balance will become your responsibility. The balance is your responsibility whether your insurance com-
pany pays or not. We will bill the patient 3 times, and after the third and final bill, the balance will be turned 
over to our collection attorney. If the account is turned over for collections, the guarantor agrees to pay reasonable 
attorney fees and the cost of collections.

When you arrive at our office, verify any changes in your address, telephone number, change of employment, and/or 
insurance information. It is your responsibility to know what your benefits are and what deductible you are expected 
to meet in the calendar year. Employers provide a schedule of benefits, or you may call your insurance company 
directly. 

Your estimated portion of the total charge is expected the day the service is provided. If you have dental insur-
ance, expect an explanation of benefits to arrive at your mailing address within 3-4 weeks. Please remember, the 
estimate you are given at the time of treatment is only an estimate. Payment by your insurance company can vary for 
many reasons. If you receive a notice stating your insurance company will make no payment, please contact them 
for an explanation. Dental insurance is a contract between you and your
insurance company.

Divorced parents and step-families must resolve their own financial arrangements. The divorce decree is a 
family arrangement, and it is not our responsibility.

By signing below, I authorize the staff of Kurt R. Swauger, D.D.S. to perform the necessary services my child/chil-
dren may need, with the prior permission of a parent or guardian. My signature shows I have read and full under-
stand the Payment & Insurance Policy.

____________________________________ 		  _________________
Signature 							       Date


