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Child’s Complete Name________________________________________Nickname______________________________
Sex______Birthdate____________Home Telephone_________________Cell Number____________________________
Father’s Address_____________________________City    ___________________________________Zip_____________

Father’s Name_______________________Occupation____________________Employer_________________________
SSN_____________________Cell Number______________________Email Address _____________________________
Mother’s Address___________________________________City_______________________________Zip____________
Mother’s Name______________________Occupation___________________Employer___________________________
SSN_____________________Cell Number______________________Email Address _____________________________
Names and Ages of brothers and sisters_________________________________________________________________
Does your child have dental insurance? Yes           No
                Dual? Yes           No

Name of Policy Holder:_____________________________     Name of Policy Holder:____________________________
SSN or Insurance ID #_______________________________    SSN or Insurance ID #______________________________
Name of Insurance Co.______________________________    Name of Insurance Co._____________________________
Group or Policy #___________________________________   Group or Policy #_________________________________
Whom may we thank for referring you to our office: ______________________________________________________
I hereby authorize direct payment (of the group insurance benefits OTHERWISE payable to me ) to Dr. Shahram Fazilat, D.D.S

Signature of Policy Holder_______________________________________________________________

Signature of Policy Holder_______________________________________________________________

Every child is a unique individual thus not every child will require the same treatment to obtain a comprehensive oral examination. Based upon your child’s age, teeth present, and tooth position, Dr. Fazilat will determine if radiographs (x-rays) are necessary. Generally, in addition to the examination we complete a cleaning of the teeth and application of topical fluoride. If your child should need any dental treatment after the dental examination has been completed, Dr. Fazilat will review the planned treatment with you. I hereby give permission to Shahram Fazilat D.D.S, to render all necessary dental services and to use such method and agents as he sees fit for the child named on this form and to contact the child’s physician as necessary. I understand that no treatment will be started until recommended treatment time involved, and financial investments have been discussed with me by either Dr. Fazilat or one of his staff members, at which time I may void this permission if I so choose. Furthermore, I will be responsible for any bills incurred by this child for dental treatment.





Signature______________________________________________________________Date_____________________________











