FOR CHILDREN: WELCOME TO OUR PRACTICE

1.)-TELL:US ABOUT - YOUR CHILD, " 757 5000

4.)’RESPONSIBLE- PARTY. INFO:{+-c7:% 2500

Name:

Billing address:

Today's date: DOB:
Child’s Name: AGE:
Last First Mi
Nickname: IMale _[Female |
School: Grade:
Home #:
85 #:
Child’s Home Address:
Apti#t

City State Zip
Siblings:
Name Age

City State Zip

WK#: Ext. HM#:

Cell #:

Email:

Employer:

DL#:

S5

717 WHo 15 FespOnSIbIe TOF ImaKIing: Appts? 1112
Name

WIK#: Ext. HM#:

Relation:

Do you have legal custody of this child?
YES NO
Who may we thank for referring you?

5.} PRINARY. DENTAL INSURANGE. + -+ 21 1
Ins. Name:
Ins. Address:

insurance Co. Phone #:
Group/Policy #

Other family members seen by us:

Previous/Present Dentist:

Street:

Phone #: . Last Visit:

Parent's Marital Status:

Insured’s Name:
Relationship to Patient:
Insured’s DOB:
Insured’s Employer:
SSi#:

Orthodontic Coverage: YES NO

(single, married, divorced)

il

-:5: SECONDARY. DENTAL INSURANCE - "

3 ) MOTHERS.INFORMATION:.: 255ty

Name:

Ins. Name:

ins. Address:

WKH#: Ext. HM#:

Employer:

DL#:

Insurance Co. Phone #:
Group/Policy #

SS#:

Insured’s Name:
Relationship to Patient:
Insured’s DOB:
Insured’s Employer:

Ext. HIVi#:
Employer: SS#:
DL#:
SS#: Orthodontic Coverage: YES NO
OR 1C (200}

Rev. 8/04



7). Has the child ever had any-of the :
foilowmg medical problems‘? :

Has the child ever had a serious/difficult

problem associated with dental work? Y N

Is the child’s water fiuoridated? ¥ N

Is the child taking fluoridated supplements?
Y N

Has the child ever had any pain or

tenderness in the jaw joint (TMJ/TMD)?
Y N

Does the child brush teeth daily? ¥ N

Floss their teeth daily? Y N

Child’s Physician:

Phoneit: Last visit:
Is the child currently under the care of a
physician? Y N

Please describe the child’s health:
GOOD FAIR POOR

||Please list all drugs the child is currently
taking:

Please list all drugs the child is allergic to:

Y N Heart Murm. Y N Congenital Heart Def.
Y N Cancer Y N Convulsions/Epilepsy
Y N Diabetes ¥ N Abnormal Bleeding

Y N Rheum. Fev. Y N Hearing Impairment

Y N HIV+/AIDS Y N Any Operations

Y N Hemophilia Y N Any Stays in Hospital
Y N Asthma Y N. Kidney/Liver Problems
Y N Hepatitis Y N Handicaps/Disabilities
Y N Tuberculosis Y N Allergies to Any Drugs
Y N Prosthesis Y N History of Scarlet Fever

Please discuss any serious medical problems
that the child has had:

8)-Does ‘the ’éh“ilé";h‘é /e a

followmg hab;ts 2

Y N Thumb sucking / Finger sucking
Y N Lip sucking / biting

Y N Nail Biting

Y N Nursing Bottle Habits

9)tunderstand the: Ffoimation hay LAavs tivartIs correctitotheibast.of. mip knoiiedie; :::2;
ghggjgylllge ;_l; : [@m he strictes étiéﬁﬁflaéﬁcé%tand it: lemyfrespons&!l?![:;A to- inform ét;[isggﬁlgxeﬁ
of any.changes in my.c ﬁiléliéiiﬁ*e’d éal*gfamﬁ Ialso*au\tnorlzﬂe the dental sfafft"”“p;éjrf%ogn@ti?eii
necessary:dental setvices my childimay need. f1i2i i iiiin it L i i

Signature of parent/guardian Date

The parent/guardian who accompanies the child is responsible for payment at time of service unless

prior arrangements have been approved.

I verbal]y re\newed the medical / dental
information above with the parent/guardian &
patient named herein.

OFEICE:USE-ONLY:::< OFFICE USE:ON

FEIGE USE-ONL

Medicat History Update:

Initials:

Date:

Docior’'s comments:

1. Date: Signature:
Comments:
2. Date: Signature:
Comments:




