
 PEDIATRIC DENTAL ASSOCIATES                                                                            Joseph P. O’Donnell, DMD
       WINCHESTER               READING                                                                                   
       Gary Warrington, DMD

               955 Main St.                    20 Pond Meadow Dr.                                                                                Geraldine Garcia-Rogers, DMD
                 Suite 101                               Suite 202                                                                                                           
             Sonia J. Wu, DMD
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           Tel. 781-729-1900                 Tel. 781-944-7799                                                                                  Christian J. Meyer, DMD, DMSc               

                                                                                                                                                                                                      Shannon L. Duffy, DMD

                                                                                                                                                                             Orthodontics


_________________________________
__________________
___________________
______________________

       Patient’s Last Name

         First Name

      Home Telephone

 Birthdate

________________________
____
________________________________   ____________________   __________


     Nickname

 Sex

        Street Address
                           Town

  Zip

_________________________________
__________________
___________________
______________________


         Father’s Name

          Birthdate

      Social Security #
    Occupation/Employer

_________________________________
__________________
___________________
______________________


         Mother’s Name

          Birthdate

      Social Security #
    Occupation/Employer

Name and Age of Siblings:_________________________________________________________________________________

PARENTS’ INFORMATION:
 Single
 Separated
 Married
 Divorced
 Widowed

_______________________________________________________________________________________________________

     Contact Email Address                                                                                                                                                                                 _____________________     __________________________      _______________________          _______________________

     Father’s Work # 

Father’s Cell #
                             Mother’s Work #                          Mother’s Cell  #

___________________________________________________
        _____________________________

                               Previous or Family Dentist




 Telephone

___________________________________________________
        _____________________________

                                      Child’s Physician





 Telephone

Whom can we thank for referring you   ____________________________________________________________

FINANCIAL POLICY

Payment Is Due When Services Are Rendered.  We accept cash, personal checks, MasterCard, Visa and Care Credit. In the case of divorce or separation, the parent bringing the child to the office will be deemed financially responsible. 

APPOINTMENT POLICY

If you are unable to keep an appointment, we ask that you give our office at least 24 hours notice. 

Missed appointment fees may be applicable.

INSURANCE INFORMATION

Your insurance policy is a contract between you, your employer and your insurance company. Therefore, you are responsible for understanding your coverage, benefits and yearly maximum.  An authorization will be required to bill your dental insurance company. Please complete the following so that we will have this on file.

PRIMARY INSURANCE CARRIER



SECONDARY INSURANCE CARRIER
SUBSCRIBER________________________________________      SUBSCRIBER________________________________________

SUBSCRIBER ID#_____________________________________     SUBSCRIBER ID#____________________________________

SUBSCRIBER’S EMPLOYER____________________________    SUBCRIBER’S EMPLOYER____________________________

INSURANCE CARRIER________________________________     INSURANCE CARRIER________________________________

GROUP #____________________________________________      GROUP #____________________________________________

CLAIMS ADDRESS___________________________________      CLAIMS ADDRESS___________________________________

CITY_______________________STATE_______ZIP________       CITY________________________STATE______ZIP________

I authorize my insurance company(s) to pay benefits directly to my dentist. I understand that all policies are different and I am responsible for knowing my plan provisions. I understand that I am responsible for all copayments, deductibles and rejected charges.

I have read the above information and understand my obligations.

____________________________________________________       ____________________________________________________


  Signature of Policyholder


Date


Signature of Financially Responsible Party 
      Date



















PATIENT INFORMATION








