
Parent / Guardian

Last: ___________________  First: ______________________

DOB: ___________________  SS#: ______________________

Address: ____________________________________________

Zip: _________________________________________________

Home Phone: (__________) ___________________________

Cell Phone: (__________) ______________________________

Parent / Guardian

Last: ___________________  First: ______________________

DOB: ___________________  SS#: ______________________

Address: ____________________________________________

Zip: _________________________________________________

Home Phone: (__________) ___________________________

Cell Phone: (__________) ______________________________

If someone referred you to our office, please provide their name here so  
we can thank them: ______________________________________________________  

Names of other family members already being seen in our office: __________________________________________  

Insurance Information (if applicable) PRESENT INSURANCE CARD AT EVERY VISIT

Insurance Holder’s Name: ____________________________________________________________________________________

DOB: ______________________________SS#: ___________________________

Address: _________________________________City: _______________________ State: ___________ Zip: _______________

Employer: __________________________________________Insurance Name: ________________________________________

Member ID#: _______________________________________Group Name or #: _______________________________________

(If different than above)

Children

1. Last Name: _____________________ First: ________________________ MI: ________Preferred: _______________________

Gender: _________________DOB: ____________________SS#: __________________ IN Medicaid #: ____________________

Address / Phone (If Different from parent): _________________________________________________________________

(if applicable)

2. Last Name: ____________________ First: ________________________ MI: ________Preferred: _______________________

Gender: _________________DOB: ____________________SS#: __________________ IN Medicaid #: ____________________

Address / Phone (If Different from parent): _________________________________________________________________

(if applicable)

3. Last Name: ____________________ First: ________________________ MI: ________Preferred: _______________________

Gender: _________________DOB: ____________________SS#: __________________ IN Medicaid #: ____________________

Address / Phone (If Different from parent): _________________________________________________________________
(if applicable)

4. Last Name: ____________________ First: ________________________ MI: ________Preferred: _______________________

Gender: _________________DOB: ____________________SS#: __________________ IN Medicaid #: ____________________

Address / Phone (If Different from parent): _________________________________________________________________

(if applicable)

Email Address: _____________________________________________________________________ (only used for appointment reminders)

Emergency Contact Number: ________________________________________________________________ (if different from above)
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8966 Ruffian Lane • Newburgh, IN 47630
812.490.8070

Thomas G. Ison, D.M.D.

Patient: ___________________________________________________DOB: _________________________________________________________

I, ____________________________________________, as parent, legal guardian or authorized caregiver, 
understand that Dr. Ison will be performing the following procedure(s):

____ Sealants   ____ Fillings  ____ Stainless Steel Crowns 

____ Extractions  ____ Pulp therapy ____ Space maintainers

____ Frenectomy  

_____Other: ________________________________________________________________________________________________________________

I understand that the following medication(s) will be utilized for the dental treatment:

____ Topical anesthetic ____ Local anesthetic ____ Nitrous oxide

____ Valium ____ Other: _____________________________________________________________________________

While these medications are routinely used during dental procedures, I understand that there can be 
undesired side effects, including but not limited to: nausea, lack of coordination, drowsiness,  
breathing difficulties, and possibly allergic reactions which could lead to shock or even death. The 
patient may experience numbness, swelling of lips or cheeks, bruising, discomfort, and/ or bleeding from 
dental procedures.

I understand that failing to treat dental conditions such as cavities, gum disease, tooth development or 
eruption issues, can result in progressing in severity of the condition. If dental conditions are untreated, 
the patient may experience pain or infection, and/or could require more extensive treatment to resolve 
the condition. 

I have had the treatment plan explained to me to my satisfaction, understand the options presented, and 
give consent for Dr. Ison to provide dental care.

_______________________________________________________________________  _________________________________________________

 Name of parent/guardian (print) Date signed

_______________________________________________________________________

 Signature of parent/guardian (print)



THOMAS G. ISON, D.M.D. 
8966 RUFFIAN LANE 

NEWBURGH, IN 47630 
812.490.8070 

 
 
 
 

Patient Name:  ________________________________________________ 
Patient Date of Birth:___________________________________________ 
Address:  _____________________________________________________ 
City:____________________________ State________   Zip_________ 
 
 
I authorize my insurance company to pay directly to Pediatric Dentistry of Newburgh / 
Thomas G. Ison, DMD, LLC unless I pay in full at time of service.  
 
I agree to pay all fees or my portion not covered by my dental insurance for the 
above-mentioned patient, at the time of service.  I realize I am also responsible for full 
payment of fees not paid by insurance within 30 days of notification by this office.  I also 
agree to be responsible for any fees required to collect payment for services including 
attorney and court costs, collection agency fees, pre-judgement and/or post-judgement 
interest at the current legal rate. 
 
 
________________________________ _______________ 
Name of parent/guardian (print) Date signed 
 
________________________________ 
Signature of parent/guardian 
_________________________________________________________ 
 
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
 
My signature below acknowledges that I have been provided a copy of Pediatric Dentistry 
of Newburgh “Notice of Privacy Practices”, which has an effective date of 11/12/2019, and 
which describes how my health information may be used and disclosed. I Understand that 
PDON has the right to change the Notice of Privacy Practices at any time, that I will be 
provided a copy of any updated version, and that I may contact PDON at any time to request 
a current Notice of Privacy Practices. 
 
 
_______________________________________ ____________________________ 
Name of parent/guardian (print) Date signed 
 
_______________________________________ 
Signature of parent/guardian  




