WELCOME

Basic Information

Person Responsible for Account

Today’s Date: (If not same as #3)

Patient’s Name: Name:

Nickname: Relation:

SS#: Male / Female | | Billing Address:

Patient’s Birthday: ___/ / Age: | City/State/Zip:

School: Grade: Work#: Home#:

Patient’s Home Address Phone #: Employer:

Street: Apt.# SS#:

City/ State/ Zip:

Who is accompanying the child today? E Primary Dental Insurance

Name: Insurance Co. Name:

Relationship: Insurance Co. Address:

Email: Insurance Co. Phone:

Do you have legal custody of the child? YES / NO | | Group #:

Who maywe thank for referring you? Insured’s Name:

Previous Dentist: Lastvisit date: Relationship to Patient:

Other family members seen by us: Insured’sBirthday: ___/__/____ SS#:

Parent’s marital status? (circle one) Insured’s Employer:

Single ~ Married ~ Widowed  Divorced ~ Separated | | Orthodontic Coverage? YES / NO

Mother’s Information (@stepmother nguardian) Secondary Dental Insurance

Name: Insurance Co. Name:

Work Cell Home Insurance Co. Address:

Employer: [nsurance Co. Phone:

SS#: Group #:

Father’s Information (astepfather pguardian) Insured’s Name:

Namme: Relationship to Patient:

Wotk Ceéll Heéme Insured’sBirthday: ___/__/___ SS#:

Employer: Insured’s Employer:

SS#: Orthodontic Coverage? YES / NO
| understand the information I have provided is correct to

Other Contact Adult: :ahs? g\‘e gég;‘icrjrglégoav'vqlg (ijtgig’rg;/a:é;gclﬂ\ts)%ing;%r}rt?oerr?\t?r?its

office of any changes in my child’s medical status. | also

Kl authorize the dgntal staff to perform the necessary dental
services my child may need.

Work# Home#

Relationship:

date

signature of parent or guardian




Parent or Guardian’s name:

Is this your child’s first visit to a dentist? YES/NO Emergency visit? YES/NO Regular check-up? YES/NO

In your opinion, what is the dental problem?

Has your child had any history of: (please circle)

Abscessed tooth YES NO Anemia

Broken tooth YES NO Asthma

Cavities YES NO Brain damage
Crooked tooth YES NO Convulsions
Extracted tooth YES NO Diabetes

Grinding of teeth YES NO Ear Infection

Gum infection YES NO Excessive bleeding
Toothache YES NO Hearing problem
Thumb/finger/pacifier habit YES NO Heart problem
Hepatitis YES NO Kidney disease
Learning disability YES NO Liver disease
Mental retardation YES NO Mouth breathing
Radiation therapy YES NO Rheumatic fever
Seizures YES NO Speech disturbance
Tuberculosis YES NO Tumors
Tonsil/adenoid problems YES NO Acquired Immune

Deficiency Syndrome

If you answered YES to any of the above, please explain:
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Who is your child’s physician? Last visit?

Is Your child taking any medications? (please list)

Is your child ALLERGIC to anything? (please list)




