We are pleased to welcome you and your child to our practice. Date
Please take a few minutes to fill out this form as completely as you can.
If you have questions we'll be glad to help you. We look forward to
working with you in maintaining your child's dental health.
Name of Minor/Child
Last Name First Name Initial
=
— =3 Sex D m LIF Age Birthdate. Nickname Hobbies.
[
=8 Home Address
'—_- E Street City State Zip
§ i~ Mailing Address.
; Street City State Zip
il Person financially responsible. Home Phone Work Phone
Whom may we thank for referring you?
Father's/Guardian’s Name. Mother’s/Guardian’s Name.
Address (if different from patient’s) Address (if different from patient’s)
Home Phone Work Phone Home Phone Work Phone
(if different from above) (if different from above) (if different from above) (if different from above)
Employer. Employer.
Soc. Sec. # Birthdate Soc. Sec. # Birthdate.

Do you have dental insurance coverage for minor/child? D Yes D No Do you have dental insurance coverage for minor/child? |:| Yes |:| No

Plan Name. Plan Name

Phone No Phone No

Address. Address

Group # Policy # Group # Policy #

Is your child eligible for treatment under Medical Assistance? D Yes D No Child’s Medical Assistance I.D. #

> Date of last visit to a dentist For what service?
S YES NO YES NO
§ Has child complained about dental problems?..............cccceeene. D D Is fluoride taken in @any form?.........cccoovvniinininncs D D
f DO0es Child Brush teeth daily? .---..ssseerreeesseerersessmmeresessnessesesnns L] [ Anyinjuries to mouth, teeth, Nead? «......ceceeermmmmeerererrerermneseenens NN
% Does child use floss every day? e, D D Any unhappy dental EXPEHENCES? «vrervrrieriireiiinitiin D D
e Any mouth habits - thumbsucking, nail biting, mouth breathing, pacifier, sleeping with bottle, etc? ....ccecovemirii |:] D
Minor/Child’s Physician City/State. Phone
Date of last physical examination Results
YES NO
E Is Minor/Child under care of physician NOW? -...ccovverienininninnnnns |:| E] Medications.
S Receiving any medication or drugs? - ....sueerermennnnineinnnennnnns D |:|
E Ever been hospitalized? .-« «oreeriirinniiiiis l:l D
PR EVEr Dad SUIGEIY? v (0 0 Alergies
2 Is there excessive bleeding When Cut? .......ooovniiiniiiniinnns D D
; HAS MINOR/CHILD HAD ANY HISTORY OF OR DIFFICULTY WITH ANY OF THE FOLLOWING? IF YES, PLEASE CHECK (v)
D A.LLD.S/H.LV. D Cerebral Palsy L__| Epilepsy D Kidney Disease D Rheumatic Fever
|:| Anemia |:| Chicken Pox D Fainting D Liver Disease |___| Sinus Problems
D Asthma D Convulsions D Hearing Problems D Measles D Thyroid Disease
D Bladder Problems D Diabetes |:| Heart Problems D Mononucleosis [] Tuberculosis
D Cancer |:| Drug/Alcohol Abuse D Hepatitis D Mumps D Other

Please Complete Both Sides






