Welcome

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

‘I'eII Us Aboul Your Chllcl
Today’s Date:

i Child’s Name:

Lzl First
Child's Birthdate: / / Child's Age:
Nicknome: 0 Male [ Female
School: Grade:
Child's Home #: | SS #:
B Child's Home Address:

Email Adc;gss:

R e i
Who Is Accompanying The Child Toduy

MName: Relation:

Do you have legal cusfody of this child2 O Yes @ No
ls child adopted? 1 Yes ] No s child in a foster home2 [ Yes [ No

Whom may we Thark for referring you?

Orther siblings seen by us:

Prewous / Present Denfist:
[ e Circle)

Last Visil Daote:

O Single O wWidowed OPartrered
Parent's Marital Status [ Maried O bworeed [ Separated

Parent’s Information

Mother o Step Mother [ Guardian
Name: Birthdate: / /
Wk #: | Ext: Hm #:{ )
Employer:
SS#: DL #:

” Father [ Step Father [ Guardian

{ Name: Bithdate: .  J
Wk #: | Ext: Hm #:{ ]

Employer:
SS #: DL #:

Neighbor or Relative not living with you.

8 Name: Phone:|

Address:

L Wk #:

DL #: SS #:

¢ Wh#: Ext: Hm #:{

Relation:

Billing Address:

Employer:

Who is responsible for making appointments?
Name:

Primary Dental Insurance

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone #: | )

Group # (Plan, local, or Policy #):

Policy Owner's Name:

Relationship to Patient:
Policy Owner's Birthdote:

Policy Owner’s Employer:

Employer's Address:

Orhodontic Coverage? ~ [lYes  [INo

Secondary Dental Insurance

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone #: }

Group # {Plan, local, or Policy #):

Policy Owner’s Name:

Relationshio to Patient:

Folicy Owrer's Birthdate: [/ SS #:

Felicy Owner's Employer:

Employer's Address:
Orthodontic Coverage? [ Yes CINo




§ Fhone #: Dete of Lost Visit:

Why did you bring the child to the _. 4 Has the child ever had any of the
dentist today? b following medical problems?

Aonormal Bleeding ¥ M Handicops / Disobilitie
LE . ADD / ADHD ¥ M Hearing Impairmenl

B Has the child ever hod o sericus / difficult problem associoted with previous y | Anemiq ¥ N Heard Murmur

dentol work? @Y HBNo NN Y N Aw Hospiol Soys
Is the child's water Huoridaled? EYes [EAMNeo | Any Cperafions N Hepotitis
H Ya B Mo BRRE ¢ N Arificial Bones/joints/Vohes ¥ N Hives
v ' Asthma | HNV* / AIDS

Concer N Kidney / Liver Problems
Chicken Pox ¥ N Meosles
Caongenital Heart Defect Y N Mononucleasis
Convulsions ¥ N Rheumafic / Scadet |
Diobetes Y N Sickle Cc—l Disease / T'ft s
Epilzpsy Y M 3Skin Rosh
Exposed to HIV, but Neg, | Tuberculosis (TH

s the child 1aking fluorideted supplements?
= Has the child ever had any pain / iendemess in
. his / her jaw joint (TMJ }' TMD)?

Dioes the child brush his / har teeth daily?

Floss his / her testh daiby2

Child's .:'h'l,-;ik o

= E L EEE L

Is the: child currantly under the core of o physician?

%2 Please descnbe the child’s current physu:nl haullh R A the Child's Immunizations curreni2 @Yes BNo
BGeod MEfcir HFoor '
OYes OMNo

. R Anything you would like to discuss with the Declor in pivale? DYes O Mo
as the child ever loken Pherfen?

[Aka knowen oz Rechu Pondimin| B yes, when?

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

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

Does / did the child have any of the

Aside from items listed below, list all drugs/things the child is allergic to: _ following habits?

- - N lip Sucking /Biting ¥ N Mursing Botile Habits

N Nail Biting ¥ N Thumb /Finger Sucking
Was the child breast fed? Yes [OMp

the standards of infection contral mandated by OSHA, the CDC and the ADA.

I affirm that the information | have given is correct to the best of my knowledge. It will be held in the striclest confidence and it is my responsibility b infarm this office of oy changes in
my child’s medical staius, | autharize the dental staff to perfarm the necessary dental services my child moy nead,

My method of payment will be:

Srgrciture of parent or guardian

I carfify thel my child is covered by Insurance Co, and | assign direclly 1o Dr.
all insuronce benefits otherwise payoble 1o me. | understand thot | om responsible for poyment of services rendered and also responsible for paying any co-payment and deductible that
my insurance does nof cover. | hereby outhorize the dentist lo relecse all information necessary b secure the payment of benefits. | authorize the use of this signature on all my insuronce

submissions, whether manual or elecironic.

Signahure of porent or quardian

The Parent or Guardian who accompanies the child is responsible for payment at times of service unless prior arrangements have been approved.

¥ -

OFFICE USE ONLY OFFICE )NLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY
Medical History Update
fient named heeein, Inificls 1. Date: Signature:

Doctor's Comments: Comments:

2. Date: Signature:

Comments:




