PATIENT INFORMATION

                                             -CHILD-

_________________________________________________________________

THOMAS HONL D.D.S.  M.A.G.D .
_________________________________________________________________
520A Vincent Street · Stevens Point, WI 54481 · 715-341-5000 (phone) · 715- 341-8983 (fax) www.stevenspointdental.com
PLEASE PRINT IN BLUE OR BLACK INK 

DATE ____________________

Child’s Last Name____________________________________First Name______________________MI_______

Address _______________________________________City_____________________State____Zip____________

Home phone ___________________DOB__________​​____________ Age ______ 
Male_____ Female______      

Mothers Name _____________________________________________________Cell phone__________________

Mother’s Address ___________________________________________________Home phone ________________

Mother’s Employer__________________________________________________Work phone _________________

Mother’s SSN (for insurance purposes)____________________________

Father’s Name____________________________________________________​_Cell phone __________________

Father’s Address____________________________________________________Home phone _________________

Father’s Employer __________________________________________________Work phone _________________

Father’s SSN (for insurance purposes)____________________________
Emergency Contact (if not parent) _____________________________________Relationship_________________

Home phone___________________Cell phone ___________________________Work phone _________________

Who is responsible for this child’s account? _______________________________Relationship_________________

********************************************************************************************

Primary Care Physician_______________________________________________ Phone____________________

Address or facility______________________________________________________________________________

Previous Dentist (if new patient)__________________________________________________________________

********************************************************************************************

MEDICAL HISTORY  ( mark all that apply)
	
General Health 
□  Active TB
	□  Leukemia
	□  ADD / ADHD

	□  Anxiety
	□  Muscular disease (MS)
	□  Bed wetting 

	□  Asthma
	□  Previous Infective Endocarditis
	□  Chronic runny nose 

	□  Congenital heart disease 
	□  Radiation treatment / chemotherapy
	□  Depression

	□  Diabetes
	□  Seizures /Epilepsy
	□  Developmental delay 

	□  Hepatitis
	□  Autism 
	□  Fatigue

	□  HIV/AIDS   
	□  Other conditions not listed___________
	□  Frequent upper airway infections /earaches

	
	
	□  Nightmares 


TMJ

	□  Clicking / popping of jaw
	□  Jaw pain
	□  Sinus  pain /pressure

	□  Dizziness /lightheadedness
	□  Locking of jaw
	□  Teeth grinding / clenching

	□  Ear pain
	□  Migraines /tension headaches 
	□  Tinnitus (ringing in ears)

	□  Facial pain
	□  Neck / shoulder pain /tightness
	□  Vision problems / eye disturbances


Operations

	□  Adenoidectomy
	□  Jaw joint surgery  
	□  Nasal

	□  Ears 
	□  Heart surgery
	□  Tonsillectomy

	
	
	□  Other__________________


Allergies 

	□  Codeine
	  □  Latex
	 □  Other__________________

	□  Erythromycin
	  □  Metals  
	 □  Adverse reaction to anesthetic

	□  Sulfa
	  □  Penicillin
	


Oral Concerns   

	□  Bleeding gums 
	  □  Tooth sensitivity to cold
	  □  Problems chewing 

	□  Food gets caught in teeth 
	  □  Tooth sensitivity to hot
	  □  Sore gums or tongue 

	□  Lumps or ulcers in mouth
	  □  Tooth sensitivity to sweet
	  □  Unhappy with appearance of teeth  

	□  Offensive breath at times 
	  □  Prior orthodontia (braces etc.)
	  □   Other  concerns _________________


Medications

Please list below all prescriptions, over-the-counter medicines, vitamins, herbs, dietary supplements, oxygen, inhalers and homeopathic remedies.

	Medication Name
	Dose

(mg, drops, etc.)
	When Taken

(daily, at bedtime, etc.)
	Reasons for Taking

(ADHD, diabetes, etc.)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


_________________________________________________________________

THOMAS HONL D.D.S.  M.A.G.D .
_________________________________________________________________
520A Vincent Street · Stevens Point, WI 54481 · 715-341-5000 (phone) · 715- 341-8983 (fax) www.stevenspointdental.com
I CERTIFY THAT ALL MEDICAL HISTORY / PERSONAL INFORMATION IS COMPLETE AND ACCURATE

Patient / Guardian Signature________________________________________Date_____________________

Dentist’s Signature _______________________________________________Date_____________________
Consent for Release of Information

I understand that, under the Health Insurance Portability & Privacy Accountability Act of 1996 (HIPPA), that I have certain rights to privacy in regards to my protected health information. I authorize Thomas J. Honl DDS to release this information to: conduct normal healthcare operations, obtain payment from third-party payers, and plan my treatment and follow up with other healthcare providers.

Change of Insurance Carrier(s) and/ or Coverage

I understand that it is my responsibility to inform Thomas J. Honl DDS of any changes in my insurance carrier and/or coverage. Any charges that are acquired as a result of not informing Thomas J. Honl DDS of these changes are my financial responsibility and must be paid upon the date of service.

    
   
   Receipt of Privacy Polices and Practices

I have received a copy of Thomas J. Honl’s Privacy Polices and Practices and reviewed them prior to giving consent for release of information and treatment. I understand that I may request in writing to restrict how my private information is disclosed to carry out treatment or for payment by a third-party payer.



______________________________________



__________________

Signature of Patient or Legal Representative



Date

______________________________________



__________________

Patient’s Name







Date of Birth

Legal Representative Information:

Name:






Relationship:


_____

Address:








____________





Street




City

State

Zip

Phone #:






If this is the first time you have been to our office:


Purpose of your dental visit today_________________________________________________________


How long since your last dental visit?______________________________________________________


What was done at that time?_____________________________________________________________


Who may we thank for referring you? _____________________________________________________








