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Today's Date: Wha is accompanying this child today?

Ghildlﬁ MName: LasT FULL HANE (JF OTHER THAM FSAEMT) AELATION TO CHILD
Chlll:rE Micknamea: D }"L‘.‘IJ hawe LE‘gal GUEtﬂﬂ'ﬁl’ o this Ghllﬂ? I l'l"‘ﬂs i | I"'l':l‘
Child's Birthdata: : How many Brothers/Sisters? Agals):

Sﬂhﬂlﬂ: Mather's Mame:

J STEF MOTHER 2 GUARDUAN
Child's Home Phone #

Child's 55#:

i1 CHECEK IF SAME AS CHILD'S) HOME ADOFESS CITY ETATE Fals

{ ) { )

Child's Address: HOOME FHOME £ WO PHOKNE £ EXT.
HOME ADDRESS
! !

MOTHER'S GOCIAL EECURITY @ OATE OF BIRTH | WMOTHEAS CRIVERS LIC. #

CITY ETATE ZIP i
Refarrad By: Emalongar: Hnw Long
1l dootor, please give addess & phone rumbar. |

EMPLOYER'S ADDAESS CITY ETATE IIF
Father's MName:

1 STEF FATHER 1 GUARDLAN

[nsurance In |' armation {2 CHECE IF SAME AS CHILD'S) HOME ADDFESS Ty ETATE IIF

|
HOME FHOHE # WORK FHOME & EXT
Co. Name: ! !

2 FATHER'S S0OCIAL SECURITY 8 OATE OF BIRTH FATHER'S DRNVERE LIC &
Address:

Frimary Dantal Insurancs

Emalowyar; _ How Long?

CITY
Phone #: ETATE
Insured's S5&:

Group # [Plan, Local, or Palicy #):

Insured's Mama:
Relation: Data of Birth: _'
Mama:

Insured's Emgloyar: ¢ RELATION TO CHILD
. o |
Does either palicy covar Orthadontics? 1 Yes J No Billing Address:

Secondary Dental Insurance
Co. Mame: CITY BTATE ZIP

Addrass: ] !
SOCIAL SECURITY # CATE OF BIRTH DRAIVERS LIC. &

Person ultimately responsible for account

CITY
Phorne #&:
Insured's SS#.

Group # (Plan, Looal, ar Policy #); 1 Credit Card - Entar card & abowe (f accapiad)

WICIAK PHONE @ EXT CELL PHONE
Payment method: 1 Cash "1 Chack

Insured's Mame: __ | hereby authorize assignment of my insurance rights and
Falation: dine ; itde  panafits directly 1o the provider for Sarvices renderad. | fully

tlon:___ ST D — understand | am solsly responsitks for any balance not paid by my
Insured's Employer: insurance company (¥ offered at this office).




Reason for today's visil: O Exam O Emergency ' Consullation
Is Child in pain? O No O Yes How Long?
Piease indicate J any of the following problems:

- Discomiort, clicking or popping in jaw. O LostBroken Filling(s) 1 Stained teeth
< Red, swollen or bleading gums. < Teeth grinding < Locking Jaw
- Sensitive tooth, teeth or gums. - Ringing in Ears - Bad breath
- Blisters/Sores in or around the mouth. 3 Broken/Chipped tocth O Locse tooth
= Ciher(s):
Does child require pre-medication? 3 Yes O No 3 Don'l know

Previous Dentist: { e
Last Dentaleccam: _____/_____/___ Last Dental X-rays: /[

Times a day child brushes? ________ Times a week child flosses?
Is the child's water flucridated? JYes Mo
How would you rate the childs smile? sest 17 2 3 4 5 6 7 B 9 10 worm

Is Child taking any of tha nllowing madications? 'J Pain Kilers (scuoes asss) | J Fitalin 3 Stimulants
1 Blood Thinners [ Tranquilizers L Insulin 1 Muscle relaxers 1 Othars: = el
Child's Physician: - 2| e
DOCTORS HAME OR CLMIC NALSE [ ]
_ Last Madical Exam ! /

ADDRESS Ty STATE ZiF

Does Child have or ever had any of the following diseases, medical conditions or procedures?
W M Haa R ¥ H Tonsilltis ¥ N Hgh'Low Blood Pressure

W W Afgumabc e ¥ H Respiratory Problers ¥ N Hopabtis

W M Asidicinl Hesart Vakwns ¥ N AsthmaDificulty Braafhing ¥ N Artifcial Boness Joiniadmelars
¥ N Gongonital Heart deloect ¥ W Blocd Translssion|s) ¥ N LivesHikininy Cvgan Protdaems
¥ M Scarked Fovor W N Lavkasnin Ardimia ¥ N HIW AIDS AR

¥ N Surgenda Oparations ¥ W DaabainsHypoghscamia ¥ N Tubarculoss TH

¥ M CancedTumoes W M Herophiba ¥ W Poychiirio Probloms

¥ M Chaiv gy ¥ W Abnormal Blsading ¥ N Hypér ActrvadAD0

¥ M Jow Problams TRV THD ¥ W Gl LipPalate ¥ N FainlingSeizuresEpilepiy

¥ M Hoaring Probloms ¥ H Birth Daledts ¥ N Carabiral Palsy

Please list any aother medical condiion(s) child has or ever had:

Is Child allergic to: J Latex J PenicillinfAmooicillin (3 Tetracycline 1 Dental Anesthetics (Movocaine)
J Agpirin 1 Food allergies 1 Cither(s);

Please rate the child's general health from 1-10:_____ Does chid wear contact lenses? dYes JNo

Has this child ever taken the drug Rilalin? O Mo O Yes™How long?_______ Child’s Blood type:
Does this child do any of the lollowing? O Thumb/Finger Sucking 0 Tomgue Thrusting/Sucking
J Heavy Snoring 1 Mouth Breathing ' Lip Sucking/Biting

B 'Wa irmvite you o discuss with us any questions reganding our seraces, The best Dental health services ang based
aon a frendly, mutual understanding bataaan provider and patisn

B Our policy requires payment in full for all services rendered a1 the tima of visil, unless other arangamants have baan
rada with the business manager. if accound is not paid within 90 days of the date of service and no financial
arrangamants have been made, you will be responsible for legal fees, collachion agency fees, interest changes and
any ciher expenses incurned in colleching your ateaunt

B | authosize the stall o pererm any necessary services needed during dingnosis and freabment. | also authorize the
providar bo redaase any information requirsd bo prodess iRSUrAnce Clasms,

B | undarsiand the above indormation and guaranies s larm was -EIII["IFH-NE'{' -I'.'DIT-E-G'“:.I' o the best of my HI'H'.‘M"-E'EI-QB
and understand il is my responsibility 1o inlcom thes oifica of amy changes 1o the inlormabon | hene provided.

Signature Data { )

- Figrent o Cissnien
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