]
£ Your Child Responsible Party
Child’s Name Name
S N_iCk"ame Relationship
Birthdate Address
SS#/ SIN ) State/ Zip/
City Prov. PG,
& School _
Child’s Home Address Email —
City %}%tve-/ Phone SIN
@ prone DL#
. Who is responsible for making appointments?
Name Best time to call
G Home Phone Cell Phone Time Day
Work Phone
@ M Other 0O Stepmother O Guardian F ather O Stepfather O Guardian
Name Name
Home Phone Cell Phone Home Phone Cell Phone
o Work Phone Work Phone Ext.
Email Email
Employer Employer
> Occupation Occupation
SS#/SIN SS#/SIN D.O.B.
DL # DL #
€ Marital Status oSingle O Married Marital Status oSingle OMarried O Divorced
O Widowed O Separated O Widowed O Separated
@ —~ a— o - Py AT PN
Primary Insurance Additional Insurance
Insured’s Name Insured’s Name
€ Relationship Relationship
Birthdate SS#/SIN Birthdate SS#/SIN
Employer Date Employed Employer Date Employed
e Occupation Occupation
Insurance Company Insurance Company
Group # Employee # Group # Employee #
® Ins. Co. address Ins. Co. address
. State/ ; State/ Zip/
City Prov. City Prov. P.%,.
L & @ L L= w7 wr

Financial Arrangements

Payment in full at each appointment. O Cash

For your convenience, we offer the following methods of payment. Please check the option which you prefer.
O Personal Check  Credit Card o0Visa oOMC oDiscover 0OAMEX
o1 wish to discuss the office’s payment policy.
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Dental & Health History CONFIDENTIAL Patient ID #

Your child’s overall health as well as any medications which your child takes could have an important inter-
relationship with the dental care your child receives. Please answer each of the following questions completely.
How often does your child brush? How often does your child floss?

Is your child’s water fluoridated?. . . . .. .. O Yes OO No Does your child take fluoride supplements?. . . . . . .. O Yes OO No

Does your child:

Suck thumb/finger. ................... OYes ONo Grindteeth ..........cooiiiiiiiiiiniinnnnn. O Yes O No

Suck/Bite Bt o oo wwan s samy aw Ll Yes O No Clenchjaws ... couw o s s vams s O Yes O No

Bite/Chew nallss. v s vam cosn sowms vou Cl Ve LI NG \Gapemils vus o vma vvvon sosis svwms pows gow O Yes O No

Chew hard objects (pencils, etc.) .. ....... [0 Yes O No Tonsils/Adenoids removed HEE Y senes uwas O Yes O No
Speech Problem: vox o i ia ver e i s O Yes O No

Previous dentist Address

Date of last dental visit?

Has your child had difficulty with previous dental visits? 1 Yes [ No

Child’s physician Address

Phone #

Previous Hospitalizations/Surgeries/Serious Illnesses? ‘When?

Is your child currently taking medications? [ Yes [J No (if yes, please list)

Does your child have a history of allergies/sensitivities/adverse reactions to any drugs or medications (penicillin,
Novocain, etc.)? [ Yes [ No (if yes please describe)

Does your child have a history of allergies to any other substances (latex, environmental, etc.)? [ Yes [ No

Has your child ever had any of the following:

NCIERABR - s somias swmisn smmey 3 LlYes O No Heit Problems . oous soams avss semes mones 3 OYes ONo
Anemia. ... O Yes OO No Describe

AT wios s s svsmn psmns Sems : O Yes O No

Blood Transfusion.................... O Yes OONo Hemophilia/Abnormal Bleeding. ............. OYes ONo
CREE vos soen swws sass woses Soae & E1%es LINo HEpsts ;o o a0 ssves ssses sawss semes o OYes ONo
Convulsions/Epilepsy . ................ OYes ONo HIV/AIDS .....oviniiiiiiieaieien OYes ONo
15,7215 1< S ElYes CING Persistent 0ough.. cuuwss snwws enises swosmes vans & OYes [ONo
Food Allergies ....................... [0 Yes 0 No RheumaticFever..................c........ OYes ONo
Handicaps/Disabilities. .. .............. O Yes OONo Stomach, liver or kidney problems ............ OYes ONo
Hearing Impairment .................. LIS LIISE "TOEORRaR - oo 000 i 5 him i o 0.5 § OYes ONo

Please explain any medical problem that your child has:

Authorization & Release

I understand that providing incorrect information can be dangerous and it is my responsibility to inform the office of any changes in the
child’s medical status. I also authorize the staff to perform the necessary services the child may need.

[ also authorize the release of any information including the diagnosis and the records of treatment or examination rendered, to third
party payers and/or other health practitioners. | authorize and request my insurance company to pay directly to the Dentist or Dentist’s group
insurance benefits otherwise payable to me. I understand that my 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 my dependents.

Signature of patient (or parent/guardian if minor) Date
Dentist Review

Signature of Dentist Date
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