. We oare pleased to welcome You and Your child to our practice.

If You have queStions we'll be glad to help yYou.
We'look forward to working with You in maintaining Your child’s demtal health.

/ooooo..oooooo.oooo-o..oooooo.oooo.o..oooo

" PATIENT INFORMATION
DATE SS / HIC / PATIENT ID # BIRTH DATE
NAME OF MINOR / CHILD SEx OM OF AGE
NICKNAME HOBBIES CELL PHONE ( )

HOME ADDRESS

STREET any STATE ZP
MAILING ADDRESS
STREET any STATE zp
SCHOOL NAME SCHOOL PHONE ( )
PERSON FINANCIALLY RESPONSIBLE HOME PHONE ( ) WORK PHONE  ( )

WHOM MAY WE THANK FOR REFERRING YOU?

INSURANCE
FATHER'S / GUARDIAN'S NAME MOTHER'S / GUARDIAN'S NAME f@
ADDRESS (if different from patient's) — f\ ADDRESS (if different from patient's) r>/
HOME PH ( ) WORK PH ( ) HOME PH ( ) WORK PH ( )
(if different fromabove) (if different from above) (if different fromabove) (if different from above)
EMAIL EMAIL
EMPLOYER EMPLOYER
SS# BIRTHDATE SS# BIRTH DATE
Do you have dental inSurance coverage for minor/child? OYESONO Do you have dental inSurance coverage for minor/child? OYESOINO
PLAN NAME PHONE ( ) PLAN NAME PHONE ( )
ADDRESS ADDRESS
GROUP # POLICY # GROUP # POLICY # /

15 your child eligible for treatment under medical a55iStance? O YES O NO CHILD'S MEDICAL ASSISTANCE ID #

DATE OF LAST VISIT TO A DENTIST FOR WHAT SERVICE?

Has child complained about dental problems? O YES O NO 15 fluoride taken in amy form? O YES
Does5 child brush teeth daily? O YES ONO AmY injuries to mouth, teeth, head? O YES
Does child use fl055 everyday? O YES ONO AnY unhappy dental experiences? O YES
Any mouth habits - thumb Sucking, nail biting, mouth breathing, pacifier, Sleeping with bottle, etc? O YES

- OVER -




MINOR /CHILD'S PHYSICIAN CITY / STATE PHONE ( )

DATE OF LAST PHYSICAL EXAMINATION RESULTS

15 mimot/child under care of phySiciom mow? [ YES [ NO MEDICATIONS

Receiving amY medicotion or drugs? O YES ONO
Ever beem hoSpitalized? 0O YES O NO
Ever had Surgery? O YES ONO
15 there exceSSive bleeding when cut? O YES O NO ALLERGIES

Has minor/child had any history of or difficulty with any of the following? If yeS, pleaSe check V)

O AIDS / HIV O Cerebral Palsy O Epilepsy O KidneY DiSeaSe O Rheumatic Fever

O Anemia O Chicken Pox O Fainting O Liver DiseasSe O Simus Problems

O ASthma O ComvulSioms O Hearing Problems O MeasSles O Thyroid PiSeaSe
Bladder Problems O Diabetes 0 Heart Problems O Momnonucleosis O Tuberculosis
Coancer O Prug/Alcohol AbuSe O Hepatitis 0O Mump$s O other

EMERGENCY CONTACT

NAME RELATIONSHIP PHONE. ( )

NAME RELATIONSHIP PHONE. ( )

AUTHORIZATIONS

To the beSt of my knowledge, the above information iS complete and correct. IunderStand that it is my reSpomSibility to
inform my doctor if my minor child ever has a change im health.

MINOR / CHILD CONSENT

Ioamthe parenmt, guardian, or perSomal repreSentative of ond there
are mo court orderS mow in effect that prohibit me from Sigming thiS conSent. Ido hereby requeSt and authorize the dental
Stoff to perform meceSSary dental Services for the child naomed above, including but mot limited to x-rays, and adminiStration
of ameSthetics, which are deemed adviSable by the doctor, whether or not I om preSemt when the treotment iS remdered.
INSURANCE ASSIGNMENT AND RELEASE

Icertify that my dependent(S)iS covered by inSurance with ond a5Sigm directly to

Dr. all inSurance benefits, if any, otherwiSe payable to me for Services rendered. IunderStand thot Iom
fimomcially reSponSible for all charges whether or not paid by inSurance. I authorize the uSe of my Signature om all inSurance SubmiSSions.
The above-named doctor may uSe my mimor/child’s health care information and may diScloSe Such information to the above- named InSurance
Company(ieS) and their agents for the purpoSe of obtaiming payment for ServiceS and determining inSuramce bemefits or the bemefits
payable for related ServiceS. This comSent will end whem the current treatment plon iS5 completed or ome Year from the date Sigmed below.

Sigmoture of Paremt, Guardion or PerSomal RepreSentative Dote

PleaSe print name of Parent, Guardian or PerSomal RepreSentative RelotionShip to Patient

UPDATE (tobefilled in at future appointments)

Hos there beem anyY change in patient’s health Since last demtal appointment? O YES O NO

If yesS, pleaSe deScribe

— \
) (
N N
15 patient taking any mew medications? O YESO NO If yeS, pleasSe list N \
—/
DATE PARENT / GUARDIAN SIGNATURE
DATE DENTIST SIGNATURE
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