





PARENT INFORMATION:

FATHER’S NAME

BIRTH DATE / /

ADDRESS CITY STATE ZIP
HOME PHONE CELL WORK

EMPLOYER CITY

MOTHER’S NAME BIRTHDATE / /
ADDRESS CITY STATE yAlg
HOME PHONE CELL WORK

EMPLOYER CITY

CHILD’S PRIMARY RESIDENCE: FATHER

If OTHER, name of caretaker and address

MOTHER BOTH OTHER (see below)

CONSENT FOR TREATMENT:

I certify that I am the parent/legal guardian of this child who is responsible for medical/dental
decisions. I understand that the information I have given is correct to the best of my knowledge, that
it will be held in the strictest of confidence. and it is my responsibility to inform this office of any
changes in my child’s medical status at future appointments.

I authorize Dr. Kimberly Johnson Genc. Dr. Robert D. Gene and/or Dr. Paul Johnson, and staft to

perform the necessary dental services for my child.

Signature

Date




