WE ARE PLEASED TO WELCOME YOU AND YOUR FAMILY TO OUR PRACTICE. PLEASE TAKE A FEW MINUTES TO FILL OUT THIS FORM

COMPLETELY.
IF YOU HAVE QUESTIONS WE’LL BE GLAD TO HELP YOU.
WE LOOK FORWARD TO WORKING WITH YOUR CHILD.

CHILD’S NAME

ADDRESS

CITY STATE

ZipP HoOME PHONE

FAMILY EMAIL

sex UM UF  BIRTH DATE ScHooL

GRADE HOBBIES/SPORTS

How WERE YOU REFERRED TO OUR OFFICE?

NOTIFY IN CASE OF EMERGENCY

BUSINESS PHONE CELL PHONE

PRIMARY DENTAL INSURANCE

PERSON RESPONSIBLE FOR THE ACCOUNT

EMAIL

RELATIONSHIP TO CHILD

ADDRESS (IF DIFFERENT FROM CHILD)

BIRTH DATE

Soc. SEC. #

CITY STATE

HoME PHONE

CELL PHONE EMAIL

PERSON RESPONSIBLE EMPLOYED BY

OCCUPATION

BUSINESS ADDRESS

BUSINESS PHONE

BUSINESS EMAIL

INSURANCE COMPANY

PHONE

CONTRACT # GROUP #

SUBSCRIBER ID #

NAME OF OTHER DEPENDENTS UNDER THIS PLAN

ADDITIONAL DENTAL INSURANCE

IS CHILD COVERED BY ADDITIONAL DENTAL INSURANCE? U YEs U No

SUBSCRIBER NAME

ADDRESS (IF DIFFERENT FROM CHILD)

RELATION TO CHILD

BIRTH DATE

Soc. SEC. #

CITY STATE

HOME PHONE

CELL PHONE EMAIL

SUBSCRIBER EMPLOYED BY

BUSINESS PHONE

BUSINESS EMAIL

INSURANCE COMPANY

INSURANCE EMAIL

PHONE

CONTRACT # GROUP #

NAME OF OTHER DEPENDENTS UNDER THIS PLAN

SUBSCRIBER ID #

OVER—™



Dental History

WHAT WOULD YOU LIKE US TO DO FOR YOUR CHILD TODAY?

FORMER DENTIST ADDRESS

DENTIST’S EMAIL PHONE

DATE OF LAST DENTAL VISIT DATE OF LAST X-RAYS
How OFTEN DOES YOUR CHILD BRUSH? FLOSS

DOES YOUR CHILD EXPERIENCE PAIN OR DISCOMFORT IN THE JAW JoINT? U YEs U No

HAS YOUR CHILD EVER EXPERIENCED A MOUTH OR CHIN INJURY? U YEs U No

DOES YOUR CHILD HAVE SPEECH PROBLEMs? U Yes U No

HAS YOUR CHILD EVER EXPERIENCED AN ADVERSE REACTION DURING OR IN CONJUNCTION WITH A MEDICAL OR DENTAL PROCEDURE?
UJdvyes UNo

CHILD’S HABITS AFFECTING THE MOUTH OR TEETH:  THUMB suckiNng W NAIL BITING U OTHER

OTHER INFORMATION ABOUT YOUR CHILD’S DENTAL HEALTH OR PREVIOUS TREATMENT

MEDICAL HISTORY

CHILD’S PHYSICIAN PHONE

PHYSICIAN EMAIL

DATE OF LAST VISIT HAS YOUR CHILD HAD ANY SERIOUS ILLNESS OR OPERATIONS? [_] YEs [_No

IF YES, DESCRIBE

IS YOUR CHILD CURRENTLY UNDER PHYSICIAN cARE J YEs U No IF YES, DESCRIBE

HAS YOUR CHILD EVER HAD A BLOOD TRANsSFuUsioN? U YEs U No IF YES, GIVE APPROXIMATE DATES

HAS YOUR CHILD EVER TAKEN FEN-PHEN/REDUX? U YEs U No

HAS YOUR CHILD EVER HAD OR CURRENTLY HAVE:

UJvyves UNo ADHD U Yes UNo DowN SYNDROME U Yes U No MATERIAL ALLERGIES

dYes UNo ADD/BD dYes U No EPILEPSY (LATEX, WOOL, METAL,

U Yes U No AIDS/HIV POSITIVE U Yes U No FAINTING CHEMICALS)

U Yes U No ANEMIA U Yes U No FooD ALLERGIES U Yes U No RESPIRATORY DISEASE

U Yes U No ASPERGER SYNDROME U Yes U No HEADACHES U YeEs U No RHEUMATIC/SCARLET FEVER

U Yes UNo AsTHMA U Yes U No HEARING IMPAIRED U Yes U No SENSORY INTEGRATION DISORDER
U vYves U No AToric (ALLERGY PRONE) W YeEs U No HEART PROBLEMS U Yes U No SHORTNESS OF BREATH

UJvYves U No AuTism DESCRIBE U Yes U No SKIN RASH

U yYes U No BI POLAR U Yes U No SPEECH IMPAIRMENT DISORDER
U Yes U No CANCER U Yes U No HEMOPHILIA/ U Yes U No SPINA BIFIDA

U Yes U No CEREBRAL PALSY ABNORMAL BLEEDING U Yes U No THYROID DISEASE OR

UJ Yes U No CHICKEN Pox U Yes U No IMMUNIZATIONS MALFUNCTION

U vYes U No CONVULSIONS/EPILEPSY CURRENT U Yes U No TONSILLITIS

dYes U No CoOuUGH, PERSISTENT U Yes U No KIDNEY DISEASE OR dYes U No TuBERcuLOSIS

U Yes U No CouGH uP BLOOD MALFUNCTION U Yes U No OTHER

U Yes U No DIABETES U Yes U No LIVER DISEASE DESCRIBE

LIST MEDICATIONS YOUR CHILD IS TAKING, IF ANY: LIST DRUG ALLERGIES, IF ANY:

I HAVE REVIEWED THE INFORMATION ON THIS QUESTIONNAIRE, AND IT IS ACCURATE TO THE BEST OF MY KNOWLEDGE. | UNDERSTAND
THAT THIS INFORMATION WILL BE USED BY THE DENTIST TO HELP DETERMINE APPROPRIATE AND HEALTHFUL DENTAL TREATMENT. IF
THERE IS ANY CHANGE IN MY CHILD’S MEDICAL STATUS, | WILL INFORM THE DENTIST.

I AUTHORIZE THE INSURANCE COMPANY INDICATED ON THIS FORM TO PAY TO THE DENTIST ALL INSURANCE BENEFITS OTHERWISE
PAYABLE TO ME FOR SERVICES RENDERED, | AUTHORIZE THE USE OF THIS SIGNATURE ON ALL INSURANCE SUBMISSIONS.

I AUTHORIZE THE DENTIST TO RELEASE ALL INFORMATION NECESSARY TO SECURE THE PAYMENT OF BENEFITS. | UNDERSTAND THAT |
AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER OR NOT PAID BY INSURANCE.

SIGNATURE: DATE
PAYMENT IS DUE IN FULL AT THE TIME OF TREATMENT, UNLESS PRIOR ARRANGEMENTS HAVE BEEN APPROVED.

RESET FORM



	Child’s name: 
	Address: 
	City: 
	State: 
	Zip: 
	Home Phone: 
	Family Email: 
	Sex: Off
	Birth date: 
	School: 
	Grade: 
	HobbiesSports: 
	How were you referred to our office: 
	Notify in case of emergency: 
	Business phone: 
	Cell Phone: 
	Email: 
	Person responsible for the Account: 
	Relationship to Child: 
	Birth date_2: 
	Soc Sec: 
	Address if different from child: 
	City_2: 
	State_2: 
	Zip_2: 
	Home Phone_2: 
	Cell Phone_2: 
	Email_2: 
	Person Responsible Employed by: 
	Occupation: 
	Business Address: 
	Business Phone: 
	Business Email: 
	Insurance Company: 
	Phone: 
	Contract: 
	Group: 
	Subscriber ID: 
	Name of other dependents under this plan: 
	Is child covered by additional dental insurance: Off
	Subscriber Name: 
	Relation to Child: 
	Birth date_3: 
	Address if different from child_2: 
	Soc Sec_2: 
	City_3: 
	State_3: 
	Zip_3: 
	Home Phone_3: 
	Cell Phone_3: 
	Email_3: 
	Subscriber Employed by: 
	Business Phone_2: 
	Business Email_2: 
	Insurance Email: 
	Insurance Company_2: 
	Phone_2: 
	Contract_2: 
	Group_2: 
	Subscriber ID_2: 
	Name of other dependents under this plan_2: 
	What would you like us to do for your child today 1: 
	What would you like us to do for your child today 2: 
	Former Dentist: 
	Address_2: 
	Dentist’s Email: 
	Phone_3: 
	Date of last dental visit: 
	Date of last X-rays: 
	How often does your child brush: 
	Floss: 
	Does your child experience pain or discomfort in the jaw joint: Off
	Has your child ever experienced a mouth or chin injury: Off
	Does your child have speech problems: Off
	Has your child ever experienced an adverse reaction during or in conjunction with a medical or dental procedure: Off
	Thumb sucking: Off
	Nail biting: Off
	other: Off
	undefined: 
	Other information about your child’s dental health or previous treatment 1: 
	Other information about your child’s dental health or previous treatment 2: 
	Child’s Physician: 
	Phone_4: 
	Physician Email: 
	Date of last visit: 
	If yes, describe: 
	Yes_6: Off
	No if yes, describe: Off
	undefined_2: 
	Yes_7: Off
	No if yes, give approximate dates: Off
	Has your child ever taken Fen-PhenRedux: Off
	ADHD: Off
	Describe 1: 
	Describe 2: 
	List medications your child is taking, if any 1: 
	List medications your child is taking, if any 2: 
	undefined_4: 
	Describe 1_2: 
	Describe 2_2: 
	1: 
	2: 
	Date: 
	ADD-BD: Off
	AIDS: Off
	Anemia: Off
	Asperger: Off
	Asthma: Off
	Atopic: Off
	Autism: Off
	BiPolar: Off
	Cancer: Off
	Cerebral: Off
	chix: Off
	Convul: Off
	cough: Off
	CoughUp: Off
	Diabetes: Off
	Down: Off
	Epilepsy: Off
	Fainting: Off
	FoodAlergy: Off
	Hearing: Off
	HeadAche: Off
	HeartProbl: Off
	Hemophilia: Off
	Immunization: Off
	LiverD: Off
	Material: Off
	RespiratoryD: Off
	Rheumatic: Off
	Sensory: Off
	Shortness: Off
	Speech: Off
	Spina: Off
	Thyroid: Off
	Tonsillitis: Off
	Tuberculosis: Off
	Other: Off
	Reset: 
	Serious Illness: Off
	Kidney: Off
	SkinRash: Off


