
______________________________ 

Patient 10# --- ­
Today's Date --- ­

Welcome 
to our practice! We strive to make Responsible

each of your child's visits pleasant 

and comfortable. Our goal is to Your Child party 

teach your child oral 
 Name ___________Child'S Name______________

habits which will help 
Nlckname ___ ______Sex ___ RelationShip ________keep their smile 

beautiful for their Blrthdate __________Age__ Address _________ 

Soc. Sec. It _____________ 

SchoOl _ __________ Grade__ Soc. Sec. # _______DMother 
DL# _______Child 's Home Address ________

Dstepmother 0 Guardian 

Name _________________ 
City, State. Zip ________ 

HomePhone __________________ 

Work Phone _________________ Phone _____ _ 

Social SecuritY # ___________ _ _ 

Employer_______________ 

lifetime. 

Occupation __________ _ D Father 
o stepfather o Guardian 

DL It _ ______ 

Primary Dental Insurance Name _____________ 

Insured's Home Phone _______________ 
Name ________________ _________ 

Work Phone ___________________ 
Relationship ______________________ 

Social Security # _________ ____Birthdate _____ Soc. Sec .# _______ 

Employer _________.. _ Date Emp. ___ Employer ______________ 

Occupation _______________________ 

Occupation ____________Ins. company ______________ Group #____ Emp. # ____ 

Ins ..Company Address ____________________________ 

Deductible Amount already used _____ Max. annual benefit ____ DL# _________ 

Orthodontic coverage 0 Yes o No 

Additional Insurance Relationship _____ 

_______________ 

_ 

_____ Emp. # ___ _ 

_ 

_________ 

_ responsible for 

Insured's Name _____________ 

Birthdate ____ Soc. Sec.# _______ Employer 

Date Emp ____ Occupation 

Ins. company _______ ___ _ _ Group # 

Ins. company Address______________________________ 

Deductible _______ Amount already used Who is 
Max. annual benefit ________ 

Orthodontic coverageParent·s making appointments? 
D IYes NoMarital status 0 Narne _____ __________ _ 

o Single o Divorced Home Phone______________ 

o Married o Widowed Work Phone___________ Ext.___ 

Best time to call lTlme> ___CDays) ______o separated 


OVer Please 




Health 
History 

Your child's overall hea lth as well as any medications 
which your child takes could have an import ant inter ­
re lationship wit h the dental care your child receives. 

Please answer each of the following Ch-IId · s Hab-Its
questions completely. 

How often does your child brush? ________ 

How often does your child floss? _ ________ 

Date Of last denta l visit ________ ______Health History 
Previous Dentist _____ ________ ____ 

Has your child had difficulty wIth previous visits? ___ 
Child's Physician _________________

Has your child ever had any of the f ollowing: 

Phone Number ______________ ___
Asthma DYES D Na Rheumatic Fever D YES DNa 

cancer DYES DNO Congenital Heart Defect DYES DNa Child 's Birthdate ________________ 

Hepatitis D YES DNa Handicaps/Disabilities D YES DNa IS your child's water fluoridated? ... ... ..... ..... DYES DNO 

HIV/AIDS DYES DNO Convulsions/Epilepsy D YES DNa 


Does your child take fluoride supplements? DYES DNO 
Hemophflila DYES DNO Tuberculosis D YES DNa 


Does your child:
Diabetes DYES DNO Abnormal Bleeding DYES DNO 


Allergies DYES DNO Heart Mlmnur DYES DNa Suck thumblfinger .... .. ................. .. DYES DNO 


Suck/Bite lips ... ..... ... ........... .. .... DYES DNO

Please explain any medical problems that your 

ch ild has ___________ Bite/Chew nails .. .............. DYES DNO 

Chew hard objects 

(Pencils, etc') .... 0 YES 0 NO 

Grind Teeth D YES D NO 

Clench jaws ........... . 

DYES DNO 

Authorization and Release 
TO t he best of my knowledge, the questions 

on this form have been accurately answered. 
I understand that providing incorrect information 
can be dangerous to my child's health. It is my 

respon sibilit y t o Inform the den tal offi ce of any changes in my child's medical 

status. I aut horize the dentist to release any information including the 

d iag nosis and t he records of any treatment or exa mination rendered to my child during t he 


period of such Dental care to thi rd party payors and/or other health practitioners. I authorize 

and request my insuran ce company t o pay directly to the dentist or denta l group insurance 


benefits ot herwi se paya ble to me. I understand that my dental Insurance car ri er may 
pay less t han the actual bill for services. I agree to be respons ib le for 
paym ent of all serv ices rendered on my behal f or my dependents . 

Health 
x History Update 

Signature of pati ent or parent If minor Date _______________Dentist's Review 
Comments _______________

Date 

signature____________________ 

Date _______Comments_________ 

Date ----------------- ­
Signed Dr. _______________ Signature ________________________ 

C1995 Colwell Systems. Champaign, Il Fonn 116307 


