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Name:____________________________________________________________________   DOB:_____/_____/_____

Weight: _______________(KG) Height: _______________(CM) Sex: __________________________________________________________

Parent/Gaurdian (First/Last Name):_____________________________________________________________________________________

Phone (Cell): (________) __________________________________ 

Address:________________________________________________________________________________________________________________

Preferred Language (check one):      ENGLISH          SPANISH        OTHER:______________________________________________

Insurance: Primary:__________________________________________     Secondary:_____________________________________________

Diagnosis:______________________________________________________________________________________________________________

Date of scheduled procedure: ________/________/________

Sedation requested:      YES        NO

Type of sedation needed:       Nitrous Oxide         Deep

Procedure/Special Requests:___________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

Consent attached/Faxed:      YES        NO

Provider Name:_________________________________________________________________________________________________________

Provider Signature:_____________________________________________________________________________________________________

Order Date: ________/________/________          Office Phone Number:_______________________________________________________
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