gj to our practice, We strive Lo wmake each of youn child's visite fleasant

canfortable. Please fl oat this forn. completely in ink, Thank gou.

YOUR CHILD
Child's Name

Nickname Sex,

Birthdate Age

SS#

School Grade

Child's Home Address

City, State, Zip

Pheone

RESPONSIBLE PARTY
Name
Rslafionship to Patient
Address
City, State, Zip
8Si#
DL# Birthdate
Whom May We Thank for Referring You?

WHO IS RESPONSIBLE FOR MAKING APPOINTMENTS?

Name

Home Phone

Work Phone Ext.

MOTHER [Ostepmother [DGuardian
Name

Home Phone

Work Phene Ext.
Employer ]

Occupation

8S#

DL# ) Birthdate

Marital Status oSingle oMarried oDivorced
owidowed DSeparated

PRIMARY INSURANCE

Insured's Name

.Insured's Name.

Relationship te Patient

Birthdate SS#

Employsr

Occupation

Insurance Company

Croup # Employee #
Ins. Co. Address

City, State, Zip

Ins. Co. Phone

Who is Accompanying the Child Today?  Name

Best Tims to Call
Time Days

FATHER (Ostepfather [OGuardian
Name
Home Phone,
Work Phone Ext.
Employer
Oceupation
55#
DL# . Birthdate

Marital Status nSingle oMarried oDivorced
oWidowed OSeparated

ADDITIONAL INSURANCE

Relationship 1o Patient
Birthdate_ ~ 8S#
Employer
Oceupation
insurance Company
Group#___ Employee#
ins, Co. Address
City, State, Zip
Ins. Co. Phone

Relationship

FINANCIAL ARRANGEMENTS

For your convariience, we cffer the following methods of payment, Please check the option which you prefer. Paymentin full at

sach appointment. oCash OPersonal Check

OCredit Card -  0OViea OMasterCard  DIDiscover




DENTAL & HEALTH HISTORY (Confidential)

Your child's overali heaith as well as any medications which your child takes could have an important interrelationship with the dental
care your child receives, Please answer each of the following questions completely.

How often does your child brush? How often doas your child floss?

s your child's water fluoridated? ©Yes DONo Does your child take fluoride supplements? OYes ©No
Does your child:

Suck thumbffinger OYes ONo Chew hard objects (pencils, etfc.) OYes CNo
Suck/Bite lip OYes DNo ‘ Crind testh rYes 0ONo
Bite/Chew nails OYes ONo Clench jaws OYes OpNo
Previous dentist Address )

Dale of last dental visit?

Has your child had difficulty with previous dental visits? OYes CNo

Child's Physician Address

Physician Phone #

Previous Hospitalizations/Surgeries/Serious llinesses? When?

Is your child currently taking medications? OYes  ONo {if yes, please list)

Doss your child have a history of allergies/sensitivities/adverse reactions to any drugs or medications(Peniciliin, Novocain, elc)?
OYes  ©No (if yes, please describs)
Does your child have a history of allergles to any other substances {lalex, environmental, etc)? BYes 0o (if yes, please desuribe)

Has your child ever had any of the following: Convuisions/Epilepsy aYes CNo
Asthma . oYes 0ONo Hearing Impairment OYes cNo
Cancer , oYes ©No Handicaps/Disabilifies OYes 0ONo
Hepatiis mYes ONo Tuberculosis OYes  0No
HIV/AIDS ] OYes ONo Diabetes OYes ONo
Hemophilia ) nYes aNo Rheumatic Fever oYes [No
Abnormal Bleeding oYes aNo Congenital Heart Defect cYes ONe
Stomnach, liver or kidney problems  oYes  DONo Heart Murmur cYes ONo
Pleass explain any medical problems that your child

has: )

AUTHORIZATION & RELEASE

To the best of my knowladge, the quastions on this form have been accurately answered. | understand that providing incorrect
information can be dangercus to my child's health. Itis my responsibility to inform the dental office of any changes in my child's medical
stalus. | also authorize the dental staff to perform the necessary dental services my child may need.

{ aiso authorize the Dentist to releasa any information including the diagnosis and the records of treatment or examination rendered o my
child during the period of such care to third party payers and/or other health practitioners. | authosize and reusst my insurance company
10 pay directly to the Dentist or Dentist's group insurance bensfits otherwise payable to me. | understand that my insurance carrier may
pay less than the actual bill for services. | agree to be responsible for payment of all services rendsred on my behalf or my dependents.

Signature of parent or guardian Date

Signature of Dentist : Date
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