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tkil cfre11 's t>e11t isf ry 
Today's Date: ______ 

NOTE: The parent or Guardian who accompanies the child is responsible for payment at the time of service. 

WTell Us About Your Child 
Child's Name�,------=�-----:-::-----

t..os1 Alll M 

Goes by: ________ _ D Male D Female 

Siblings that we treat ____________ _ 

Child's Birthdate __ / __ / __ Child's Age ___ _ 

Schoo.I ____________ Grade. ____ _ 

Child's Home# '------'-----------

SS# __________________ _ 

Child's Home Address:. ____________ _ 

Cily SIOII 

Email Address: ______________ _ 

� Who may we thank for referring you to our office? 

[!] Mother's Information 

Name _________________ _ 

Mother Stepmother Guardian Birthdate __ , __ / __ 

Employer ________________ _ 

Work#('-----'-------- Ext. ___ _ 

Home#(._ ___ ., _____________ _ 

Cellular Phone#(._ __ _, __________ _ 

SS# ________ DL# _______ _ 

CiJ Father's Information 

Name _________________ _ 

Father Stepfather Guardian Birthdate __ , __ 1 __ 

Employer ________________ _ 

Work#{._ ___ ., ________ Ext ___ _ 

Home#<'-___ ., _____________ _ 

Cellular Phone#(._ ___ ., __________ _ 

SS# ________ DL# _______ _ 

Who Is Accompanying the Child Today? 
Name _________________ _ 

Relationship. _______________ _ 

Do you have legal custody of this child? 0Yes 0No 

Person Responsible for Account 
Name. _________________ _ 
Relationship. _______________ _ 
Billing Address ______________ _ 

Cly Zip 

Home# _____ , ____________ _ 
Work# '----�·-------------
Cellular# ______ _, ____________ _ 
E-mail _________________ _ 

Primary Dental Insurance 
Insurance Co. Name _____________ _ 
Insurance Co. Address ____________ _ 

Insurance Co. Phone# _____ _, ________ _ 

Group# {Plan, Local, or Polley#) _________ _ 

Poficy Owner's Name ____________ _ 
Relationship to Patient

'-------------
Policy Owner's Birthdate __ I __ / __ 

Social Security# ______________ _ 

Policy Owner's Employer ___________ _ 

Secondary Dental Insurance 
Insurance Co. Name _____________ _ 
Insurance Co. Address ____________ _ 

Insurance Co. Phone# ______ _, ________ _ 

Group# (Plan, Local, or Policy#) _________ _ 
Policy Owner's Name ____________ _ 
Relationship to Patient�-----------
Policy Owner's Birthdate __ / � __ 

Social Security# ______________ _ 

Policy Owner's Employer ___________ _ 
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KIDS WORLD CIDLDREN'S DENTISTRY 

7001 INDIANA AVE SUITE#9 

RIVERSIDE, CA 92506 

P: 951-782-0093 

F: 951-782-0096 

FINANCIAL AGREEMENT 

PATIENT NAME: 
------------------

PARENT/GUARDIAN'S NAME: _______________ _ 

DATE: ____ _ 

• You will be charged $50.00 PER CHILD for any appointment that is broken,
cancelled same day, or no showed without a 24 hour notice. (Initials) __ _

• After completion of treatment/routine cleaning, I understand that it is my
responsibility to schedule an appointment to return in 6 months from the last
time seen to maintain good dental hygiene. (Initials) __ _.

• I understand that during treatment, additional procedures can be found and
additional fees will be implemented Into the treatment plan. {(nltials) ___ _

• Insurance verification & billing is done as a courtesy by our office. If for any
reason your insurance company does not pay their ESTIMATED co-payment or is

not eligible, you will be responsible for the remaining amount. {Initials) ___ .

Signature (Parent or Guardian) Date 

If yon have any questions, please feel free to ask the front staff .. 


