Welcome

We would like to welcome you and your child to our effice. Our geal is to make every child’s visit
pleasant and educatienal. Our practice is based on preventive care. We strive to teach good oral
care that will enable your child to have a beautiful amile that lasts a lifetime.

Person Responsible for Account

fNome

Child’s Name:

Billing Address:

Child's Birthdate

Mickname

Schoal

Child's Homa #: |

Child's Home Address : | S5 #

Who is responsible for making appointments?

Ext: Hm #:]

Nehe: Primary Dental Insurance

Do yau have legal cusicdy of this child?
Insurance Cu: MNome:

Is child odopked? L Yes L) Mo s child in o foster home? |
Insurarce Co, Address

Whom may we Thank for referring you?

Insurance C.ﬁ Phone #: |

COiher siblings seen by us;

Group # [Plan, local, or Palic

Pravious / Present Dentist
! ner'’s MName

§ ke ’ L. g
Last Visit Date: B Relationshin to Patient

ner's Birthdale

Parent’s Marital Status
ir's Employet

- B [rmployers Address:
y :
Parent's Information B Ochoroniic Civeroge?

Mother [ sepmohe

wh #: | ) Ext: | _ Secondary Dental Insurance

Employer:
55 #: : B Insurance Co. Nome:

Insurance Co. Address

Father [spre 1 Guardson
Marme: Birthdate: __/ i
Wk #: | Ext: Hm #:| |
Employer:
§ SS#: DL #;

nsurance Co. Phone ;] |

Group # [Plan, local, or Policy #);

Policy Chwner's Mome

Relalionship to Patient
slicy Chwner's Binhdale
Meighbor or Relafive not living with you. elicy Owner's Employer
Mame: Phone:| Emplovers Address:
3 Address: Crihodentic Coveroge?




Why did you bring the child to the
dentist today?

Abnormal Bleading M Hondicaps / Disabilities
. B ¥ M Allergies 1o any Drugs ¥ M Heaoring Impairmen
Has the r_:u-ld ever had a sarious / dilficult problem u:s.srf.:un'.u_\a‘ with previous ¥ N Anedie ¢ N Meaart Mot
ssankil works - - N Any Hospital Stoys M Hemoghilio
Ihe child’s waler fluoridoted? I Yes B ¥ ™ Any Operaiions Y M Hepoitis
5 the child taking Huoridated supplements? OYe B = Y N Asthma ¥ M Hives
= Has the child ever had any pain / tenderness in u Y N Conce ¥ N BN/ A
v his / her jaw joint (TMJ / TMD)? OYes [OIMNo 4 M Chicken Pox ¥ M Kidney / Liver Problems
i Dioas the child brush his / her teath daily@ O Ye 0 Mg N Congenilol Heart Defect ¥ N Meaoses
L j N Convulsions ¥ N Maononuckeosis
Flass his / her teeth daily? O'Yes OMNo M Diobeles ¥ M Rheumolic / Scarlef Fever
Child’s Physician: M Epilepsy ¥ M Skin Rash
Phone #: Date of Lost Visit N Exposed o HIV, but Neg. ¥ N Tuberculosis (TB)
Is the child curmently under the care of o physicion?  OYes  OMo b Are the Child's Immunizations curreni2 O Yes O MNe
. Arything you would like to discuss with the Doctor in privale? [ Yes O Mo
| P et e chlit snerens Pﬂ:rﬂﬂj!l_ruhﬁ a Please discuss any serious medical problems that the

child has had:

Has the child ewa.r hn;! any of the
following medical problems?

%2 Please list all drugs that the child is currently taking:

Please list all drugs/things that the child is allergic to: & Y N lip Sucking /Biting ¥ N
N Mail Biting Y

Was the child breast ted?

=, W

T Does / did the child have any of the
5 following habits?

¥ Mursing Boltle Haobits
M Thumb / Finger Sucking

Yes [OiNo

-

Our office is committed to meeting or exceeding the standards of infection control mandated by OSHA, the CDC and the ADA,

I affirm that the informatian | have given is correct to the best of my knowledge. It will be held in the strictest confidence and it is my responsibility fo inform this office of any changes in

my child's medical status, | authorize the dental stalf to perform the necessary dental services my child may need.
My method of payment will be:

Sigrature of parent or guardion

| certity that my child is covered by Insurance Co. and | assign directly fo Dr.

Data

oll insurance benefits ctherwise poyable to me. | understand that | am responsible for poyment of services rendered and also responsible for paying any co-payment and deductible that
my insurance does not cover. | hereby autherize the dentist o release all information necessary fo secure the payment of benefits. | authorize the use of this signature on all my insurance

submissions, whether manual or electronic,

Signature of parent or guardian

r Th-ﬂ F‘Drt.nf or Guard.un who ucmmpunu_s the child is responsible for payment at times of service unless prior arrange

nts have been approved.

Medical History Update

1. Date: Signature:

Doctor’s Comments: Comments:

2. Date:

Comments:
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