
WELCOME TO OUR OFFICE

Child's

Name

Information (Patient)

Address

Nickname

Birthdate Sex

CitylStatelZip School

Chief Complaint

Whom may we thank for referring you to our office?

Father/Guardian/Stepfather (circle one)

Name

Address

City/StateZip

Mother/Guardian/Stepmother (circle one)

Name

Address

CitylStatelZip

Home Phone (-)

Cell Phone C_) Cell Phone (

Employer Employer

Business Phone if OK to call (_) Business Phone if OK to call (_)

Social Securitv # Social Security #

Email Email

Person responsible for the account:

Emergency Information: If we are unable to contact the parent, whom should we contact?
(DO NOT LIST YOURSELF OR SPOUSE)

Name Relationship

INSURANCE INFORMATION

Primary Dental fnsurance Secondary Dental Insurance

Cardholder Name Cardholder Name

Home Phone (_)

Employer

Ins. ID #

Employer

lns. ID #

Date of Birth

Insurance Co.

Date of Birth

Insurance Co.

ATTTHORIZATION ANN RELEASE
I authorize the dentist to release any information including the diagnosis and the records of any treaftnent or examination
rendered to my child during the period of such dental care to third party payors and/or other health practitioners. I authorize
and request my insurance company to pay directly to the dentist insurance benefits otherwise payable to me. I understand that
my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible for payment of all services
rendered on my behalf or that of anyone for whom I have aurthorized treatment.

** SIGNATIIRE OF PATIENT OR PARENT IF MINOR DATE





l3-  I fyourchi ldhaspreviousl l ,beentt ' r thedent ist .d idhe/shereceiveanl 'of  thefol lorr ing:

Local anesthetic (Nor ocain ) - X-ray s - Sedation

Nitrous Oxide Anal-ecsic (l-aughing Gas) Gcneral  Anesthct ic

Were there any unlhvorable rcactions?

14. Were therc any acutc dietar) or medical problems during pregnancy such as : Measles, sickncss rr ith high fevcr.

blood disorders (anemia)- othcrs? (please skip to question # l-5- if 1'our child n'as adopted)

15. Does your child have a historl ol ':

Thumb Sucking

Pacifier

- longue thrust ing

_ Mouth Breathing

l- ip or nai l  b i t ing

Ob.iect bit in-e

16. Hastherebeenanyinjuryto) 'ourchi ld 'steethbl 'afal l ,b lorv.bump,t l rothenvise?

17. Up to what age was y'our child using the night bottle or breast-f 'ed'l

18. Does your child use a sippy cup? Yes - No - Horv often

19. Horv often does your child brush his/her tceth?

20. Does your child consume excessilc amount of any of the follorving:

Milk _.f uice _ Candy - Well Water - Bottled Water - Soda l)op

2l. ls y'our child receiving fluoride supplcments? Yes - No -

22. Does your child drink? - City Water - Well Water

23. Has your child eve r complained of':

Bottled Water Filtercd Water

Toothache

Teeth sensitive to heat

24. Are you concerned about an1' special dental probletns now'?

.faw,joint sounds or pain - Frcquent hcadachcs

'feeth sensitive to cold Pain in ear

25. Reason for seekine treatment at this time?

26. Do you expect 1,our child to be uncoopcrative? (if 1'es, please erplain)

Thank you for completing this personal history. The information rvhich you supplied allorvs us to plan for your child's

emotional and dental needs while makins a thorough evaluation of his/her dental health.

The above statements are, to the best of my knowtedge, true and conect. I authorize the treatment of this patient.

Signature of Parent or Guardian Relationship to Patienl Date


