
Your Child
Child'sName _
Nickname Sex _
Birthdate Age _
SS#/SIN
School Grade _

Child'sHome Address -=--;---;~-.",._:_._----
State! Zi ICity Prov.__ P£:. _

Phone _

PatientID # Today'sDate _

Relationship _

Adm~s _
State! Zipl

City Prov. P:c. _

Em~ ~_~~---~-------
SS#/SIN_---' _

DL# ~---------

Who is responsible for making appointments?
Name Best time to cal1 _
Home Phone CellPhone Time Days _
Work Phone Ext. _

to our practice! We strive to make each
of your child's visits pleasant and comfortable.

Please fill out thisform completely in ink.

Responsible Party
Name _

Mother 0 Stepmother 0 Guardian
Name ~----
Home Phone Cell Phone _
Work Phone Ext._--;- __
Em~ _

Employer -,---_
Occupation --7---':- __

SS#/SIN ---' _
DL# _

Marital Status 0Single 0Married 0Divorced
oWidowed 0 Separated

Primary Insurance
Insured'sName _
Relationship _
Birthdate SS#/SIN _
Eroployer Date Employed _
Occupation _
hlliuranceCompany _
Group# Employee # _

Ins. Co. address ~__,._._-__;=;".....,---_
State! Zi ICity Prov.__ P~. _

Deductible Copay _
Amount alreadyused _
Max. annual benefit _

Father oStepfather oGuardian
Name ~-------------
Home Phone Cell Phone _
Work Phone Ext. _
Em~ ~ _

Employer --'- _
Occupation__ ----= _

SS#/SIN "-- _
DL# _

Marital Status 0 Single 0 Married 0Divorced
oWidowed 0 Separated

dditional Insurance /

7
Birthdate_-----""...,..- _
Employer ---~-----7'LJ
Occupation ~,......"..'------------
InsuranceCompany--T-~'-------------
Group #----7'''-------"'''''!!]
Ins. Co. address/-----:r;-;--:-;--"""-<=-,,------

State/
City ~---------Prov.--
Deducti e Copay -">o,..- __

Financial Arrangements
For your convenience,we offer the followingmethods of payment. Please check the optionwhich you prefer.
Payment in full at each appointment. 0 Cash 0 Personal Check

CreditCard DVisa 0MC 0 I wish to discuss the office'spayment policy.



Dental & Health History CONFIDENTIAL Patient II)# _
Your child's overall health as well as any medications which your child takes could have an important inter-

relationship with the dental care your child receives. Please answer each of the following questions completely.
How often does your childbrush? How often does your child floss? _
Is your child'swater fluoridated? DYes DNo Does your child take fluoridesupplements? DYes D No
Does your child:
Suck thumb/finger DYes DNo
SucklBitelip DYes DNo
Bite/Chewnails? DYes DNo
Previousdentist _
Date of last dental visit? _
Has your child had difficultywith previousdental visits? Dyes D No
Child'sphysician Address _
Phone# _
PreviousHospitalizations/Surgeries/SeriousIllnesses?

Chew hard objects (pencils,etc.) DYes DNo
Grind teeth DYes DNo
Clenchjaws DYes DNo
Address _

When?

Is your child currentlytakingmedications? DYes D No (ifyes, please list)

Has your child ever taken Fen-PhenlRedux? DYes DNo

Does your childhave a historyof allergies/sensitivities/adversereactions to any drugs ormedications (penicillin,
Novocain,etc.)?DYes DNo (ifyes, please describe) _
Does your child have a historyof allergiesto any other substances(latex,environmental,etc.)?

Has your child ever had any of the following:
Asthma Dyes DNo
Cancer Dyes DNo
. Hepatitis DYes DNo
HIV/AIDS Dyes DNo
Hemophilia : Dyes DNo
A persistentcough or throatclearing
not associatedwith a known illness
(lastingmore than 3 weeks) DYes DNo
AbnormalBleeding DYes DNo
Please explain anymedicalproblems that your child has: _

Stomach, liver or kidney problems D Yes D No
Handicaps/Disabilities DYes D No
Tuberculosis DYes D No
Diabetes DYes D No
RheumaticFever DYes DNo
CongenitalHeartDefect. DYes D No
HeartMurmur Dyes DNo
ConvulsionslEpilepsy DYes D No

Atuhorization &Release
To the 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 responsibility to inform the
dental office of any changes in my child's medical status. I also authorize the dental staff to perform the
necessary dental services my child may need.
I also authorize the Dentist to release any information including the diagnosis and the records of treatment

or examination rendered to my child during the period of such care to third party payers and/or other health
practitioners. I authorize and request my insurance company to pay directly to the Dentist or Dentist's group
insurance benefits otherwise payable to me. I understand that my insurance carrier may pay less than the actual
bill for services. I agree to be responsible for payment of all services rendered on my behalf or my dependents.

Signature of patient (or parent/guardian if minor)
Dentist Review:

Date

Signature of Dentist Date


