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ABOUT YOUR CHILD

Child’e Namo (Firet) (MI) (Laet)

M/F

Name child prefare fo be called

Date of birth Sehool (if applicable)

Reacon for Vicit:

Child’e Hobbies:

Names of other children:

Referred by:

DENTAL HISTORY

le thie your child’e firet dental vieit? Y /N

Previoug dentict City, St

Date and nature of lact vieit

Any hictory of injuriec to your child’e teeth or jawe? Y /N
When & how?

Child finiched nurcing or bottle-foading at age:

Habite (circle):

Thumb/finger cucking Now / In past
Pacifier Now / In pact
Teoth grinding or clenching Now / In pact
None

Hag your child experienced any unfavorable reaction to previoue
medical or dental care® Y / N (If yee pleace explain)

How do you think your child will respond to dental treatment?’
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MEDICAL HISTORY

Phygician’e hame Phone #
Emergeney contact name Relationghip
Addrece City/State  Phone #

le your child currently under the care of a Yee No
phygician for a gpecific medical problem?

If yee, what?

l¢ your child cutrently taking any precctiption Yee No
or over-the-counter medicatione®”

If yee, what?

Hae your child had a hictory of taking any Yee No
medicatione frequently?

If yee, which onec?”

Doec your child take preseription fluoride® Yee No
le your child allergic to any medication?” Yeoe No
If yee, what?

What wage the reaction?

Doec you child have allergy to latex, dyes, Yee No
or metale?”

If yoe, what?

What wage the reaction?

Hag your child ever been hogpitalized Yee No
or had eurgery?

For what?

Hae any member of your family, including your ~ Yee No
child, had a problem with general anecthetic?”

If yoe, describe:

Ate your child’e immunizationg up to date?® Yee No
Have you ever been told that your child requites ~ Yee No

antibiotice prior to dental treatment becauce of a
heart defect or any other medical condition?



MEDICAL HISTORY (Continued)

Hae your child been diagnoced ac having any of the following
conditione® (Pleace check yee or no for each):

N Y N

O3 AIDS/HIV O3 Ear problemg

3 Anemia (3 Eye problemg

O3 Arthritie (3 Excescive gagging
(3 Acthma O Fainting or dizzinese
3 Autiem (3 Fever bligtere

(3 Bladder conditione

(3 Blood digease

(3 Blood tranefugcione

(3 Birth defecte

(3 Bone or joint probleme
(3 Brain injury

[ Bruicee eacily

(3 Cancer or malignanciee
3 Cerebral paley

3 Chemotherapy or radiation
3 Child abuse

(3 Chronic infectione

(3 Chronic headachee

O Cleft lip / palate

(3 Congenital heart diceace
(3 Convuleione or ceizuree
O3 Developmental delay

(3 Growth problems

(3 Hearing impairment
(3 Heart murmur / dofect
O3 Hemophilia

O3 Hepatitic

O3 High blood preseure
(3 Hypoeractivity / ADHD
O Kidney diceace

(3 Liver diceace

O Neurologjcal probleme
(3 Nutritional deficiency
(3 Pain in jaw jointe

(3 Premature birth

(3 Peychiatric care

(3 Recpiratory diceace

(3 Rheumatic fever

3 Sickle cell diceace

auaauaauaaaauaaouaaouaaaaaq

(3 Diabetec (3 Speech dicorder
(3 Drug addiction O Syndrome:

O3 Emotional dicturbances

O3 Epilepey O O Other:

O aauaauauaaauaaouaaaauaaouoaaaasx

(3 Do you wich to epeak with the doctor privately about any
epecial concern (medical concerne or otherwice)?

INSURANCE

Primary Dental Incurance Company Group #

Addroce Phone

Policy holder’s name Relationghip to patient

Secondary Dental Ingurance Company Group #

Addroce Phone

Policy holdet’s name Relationghip fo patient

Medical Ineurance Company Groupt

Addrece Phone
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RESPONSIBLE PARTY

(Muet be fully completed to aceept ineurance aseighment)

Mother’e full hame

Addrece

City Ctate Zip

Qocial Security # Date of bitth

Home Phone Bucinece or Cell Phone

Employer Occupation

Father’e full name

Addrece

City Qtate Zip

Qocial Security # Date of bitth

Home Phone Buginece or Cell Phone

Employer Occupation

Child livee with: ©3 Both parente CIMother O3 Father O3 Other

AUTHORIZATION

| understand that | am recpongible for all chargee incutred by me or my family
and that payment i¢ due at the time of cervice. | hereby authorize pagment
directly to Dentictry for Children from ineurance companies licted above. |
agree to payment of any co-pays, deductibles, and uncovered setvicee ot
amounte. | authorize the releace of any information necegeary to procace
ingurance claime. If my account requires cetvicing for collection, | underctand
that | will be liable for feee and 1€°4 inferect in addition fo my outetanding
balance.

Signature Date

CONSENT

| give the doctor permiggion to uge cuch meagures a¢ deemed neceseary in het
profecgional judgment to render diagnosic and treatment for my child. | have
given an accurate report of my child’s dental and medical higtories.

Signature Date

Relationghip to Child

REVIEWING DOCTOR’S SIGNATURE DATE
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