Welcome To Our Office

SANFORD L. LEFCOE D.D.S.    JEROME H. WEINSTEIN D.D.S.    WARREN E. SACHS D.D.S.

IVAN R. SCHIFF D.D.S., LTD & ASSOCIATES

PERSONAL, MEDICAL AND DENTAL HISTORY

We are continually concerned with your health and the care that is rendered to you. It is therefore important to update this information

on a yearly basis. If you have any questions, please feel free to ask one of our staff members to assist you. Please print clearly.

	PATIENT INFORMATION
	Date ___________________



Name of Minor/Child __________________________________________________________________________________________________
Sex: ( M  ( F     Age __________  Birthdate ___________________________  Nickname ____________________________________________
Home Address ________________________________________________________________________________________________________

	Street
	City
	State
	Zip


Childs S.S.# ____________________________________ Whom may we thank for referring you? ______________________________________

RESPONSIBLE PARTIES / INSURANCE INFORMATION

	Father's/Guardian's Name __________________________________

Address (if different from patient's) _____________________________

_________________________________________________________

Home Phone __________________    Work Phone ________________
Employer _________________________________________________

                                                                                   RANK/RATE
Employer Address __________________________________________

                                                                    How long employed

City, State, Zip _____________________________________________

Union or Local _____________________________________________

S.S.# ___________________________     BIRTHDATE ____________

Do you have dental Insurance coverage for child? ( Yes (  No
Insurance Co. ______________________________________________

Group # _________________________     Policy ID # ______________
Ins. Co. Address ____________________________________________
City, State, Zip _____________________________________________


	
Mother's/Guardian's Name ________________________________
Address (if different from patient's) ___________________________
_______________________________________________________
Home Phone ________________    Work Phone ________________
Employer _______________________________________________

                                                                               RANK/RATE
Employer Address ________________________________________

                                                              How long employed

City, State, Zip ___________________________________________

Union or Local ____________________________________________

S.S.# _________________________     BIRTHDATE ____________

Do you have dental Insurance coverage for child? ( Yes (  No
Insurance Co. ____________________________________________

Group # _________________________    Policy ID # _____________
Ins. Co. Address __________________________________________
City, State, Zip ____________________________________________


  IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household, a relative or friend.)


Name ____________________________________________________     Relationship ________________________________________________
Address _______________________________________________________________________________________________________________

	Street
	City
	State
	Zip


Home Phone __________________________________________________     Work Phone ____________________________________________

AUTHORIZATION

I authorize the following person(s) to bring my child in for appointments and approve doctor recommended treatment.
I also give this practice my permission to release the doctor's recommended future treatment to said authorized person(s):

	Name ____________________________________________________
	# _____________________________________________________

	Name ____________________________________________________
	# _____________________________________________________

	Name ____________________________________________________
	# _____________________________________________________



































