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Today's Date: _

Ch i ld 's  Name:

Grade:

Ch i ld 's  Home Phone # : (_ )

Chi ld 's SS#:

Chi ld 's Address:

(lf doctor, please give address & phone number.)

Who is accompanying this chi ld today?

FULL NAME (IF OTHER THAN PARENI)

Do you have Legal Custody of this Child? El Yes I No

How many Brothers/Sisters?_ Age(s):

J STEP I\,IOTHER J GUARDIAN

(D CHECK IF SAME AS CHILD'S)

MOTHER'S SOCIAL SECURITY # DATE OF BIRTH IVOTHER'S DRIVERS LIC. #

CITY STATE

J STEP FATHER J GUARDIAN

(D CHECK IF SAME AS CHILD'S} HOI\4E ADDRESS CITY

WORK PHONE #

FATHER'S SOCIAL SECURITY + FATHER'S DRIVERS LIC. #

Primary Dental  Insurance

Co. Name:

lnsured's lD#:

Group # 1Ctan, Local, or Pol icy #):

Insured's Name:

Insured's Employer:
Does either policy cover Orthodontics? tr Yes tJ No
Secondary Dental  Insurance

Co. Name:

Group # 1etan, Local, or Policy #):

Insured's Name:

Relat ion: Date of Birth: / /

Person ultimately responsible for account

Name:
RELATION TO CHILD

Bil l inq Address:

SOCIAL SECURITY #

f _ l

WORK PHONE #:

DATE OF BIRTH

Payment method: f Cash f

fl Credit Card - Enter card # above (if accepted)

I hereby authorize assignment of my insurance r ights and
Init iars benefi ts direct ly to the provider for services rendered. I  ful ly

understand I am solely responsible for any balance not paid by my
insurance company ( i f  offered at this off ice).
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ls  Chi ld  tak ing any of  the fo l lowing medicat ions? I  Pain k i l lers ( r ! , ;  L ' ) * ( i  / i . i r ,  rn)  J  Ri ta l in  - . t  St imulants
-t Blood Thinners -.t Tranquilizers J Insulin -t Muscle relaxers -t Others:

Ch i l d ' s  Phys i c i an : \ /
P H O N E #DOCTOR'S NAI , IE  OB CLINIC NAME

ADDRESS 'i" srArE ztp 
Last Medical Exam: /

any of the fol lowing diseases, medical  condit ions or procedures?Does Chi ld  have or  ever  had
Y N Heart  Murrnur
Y N Bheurrat ic  fever
Y N Art i f ic ia l  Heart  Valves
Y N Congeni ta l  Heart  defect
Y N Scar let  Fever
Y N Surger ies/Operat ior . rs
Y N Cancer,/Tunrors
Y N Chemotherapy
Y N Jaw Probler-ns TMJ/TMD
Y N  Hea r i ng  P rob lems

P lease  l i s t  anv  o the r  med i ca l

Y  N  Tons i l l i t i s
Y N Respiratory Problenrs
Y N Asthma/Di f f icul ty  Breat l r inq
Y N Bloocl  Trarrsfusion(s)
Y N Leukernia/Anemia
Y  N  D iabc le -  Hypoo l yeo ; r r a
Y  N  Hen roph i l i a
Y N Abnormal Bleed ng
Y N Clef t  L ip/Palate
Y N Bir t l r  Defects

cond i t i on (s )  ch i l d  has  o r  eve r  had :

Y N High/Low Blood Pressure
Y N Hepat i t is
Y N Art i f ic ia l  Bones/Joints/ i rnplants
Y N Livcr /Kic lney/Org:rn Problerrs
Y N HIV+/AIDS/ARC
Y N TLrbercLr losis TB
Y N Psychiatr ic  Problenrs
Y N Hyper Act ive/ADD

Y N Faint i r rq/Seizures/Epi lepsy
Y N Cerebral  Palsy

ls  Chi ld  a l lerg ic  to:  - . t  Latex - t  Penic i l l in /Amoxic i l l in  I  Tetracycl ine J Denta l  Anesthet ics (Novocaine)

-.t Aspirin -.t Food allergies -.t Other(s):

Please rate the chi ld 's  general  heal th f rom 1-10:  Does chi ld  wear contact  lenses? JYes JNo

Has th is  chi ld  ever  taken the drug Ri ta l in? - . t  No J Yes/How long? Chi ld 's  Blood type:

Does this chi ld do any of the fol lowing? -t  Thumb/Finger Sucking
I Heavy Snoring - . t  Mouth Breathing -. t  Lip Sucking/Bit ing

J Tongue Thrust ing/Sucking

Reason for today's vis i t :  - t  Exam I Emergency f  Consultat ion

ls Chi ld in pain? -. t  No J Yes How Long?
Please indicate d any of the following problems:
:  Discomfort ,  c l icking or popping in jaw. - .1 Lost/Broken Fi l l ing(s) t r  Stained teeth
-.t Red, swollen or bleeding gums. -.t Teeth grinding i-.t Locking Jaw
-.t  Sensit ive tooth, teeth or gums. J Ringing in Ears L-. t  Bad breath
J Bl isters/Sores in or around the mouth. J Broken/Chiooed tooth [ j  Loose tooth
-.t Other(s):
Does chi ld reouire ore-medicat ion? -. t  Yes J No -. t  Don't  know

Previous Dent ist :

Last Dental exam: / / Last Dental X-ravs:

Times a day chi ld  brushes? Times a week chi ld  f lossese
ls the chi ld 's  water  f luor idated? J Yes J No
H o w w o u l d y o u r a t e t h e c h i l d ' s s m i l e ?  e e s t l  2  3  4  5  6  7  B  9  l 0 w o r s r

We invite you to discuss with us any questions regarding our services. The best Dental health services are based
on a fr iendly, mutual understanding between provider and patient.

Our pol icy requires payment in ful l  for al l  services rendered at the t ime of visi t .  unless other arrangements have been
made with the business manager. l f  account is not paid within 90 days of the date of service and no f inancial
arrangements have been made, you wil l  be responsible for legal fees, col lect ion agency fees, interest charges and
any other expenses incurred in col lect ing your account.

I  authorize the staff to perform any necessary services needed during diagnosis and treatment, I  also authorize the
provider to release any information required to process insurance claims.

I understand the above information and guarantee this form was completed correctly to the best of my knowledge
and understand i t  is my responsibi l i ty to inform this off ice of any changes to the information I have provided.

Date / /
J Parent or Guardian J Other
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