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W are pleased fo welcome you and your child fo our practice. Please (ake a few minites to fill out
% m this farm as completely as you can. If you have guestions we'll be glad to help you.
i We fook forward fo working with your ehild,
-
3
.1 m Child's Nama Soc. Sec. #
i % Las! Marme First Wame Toitial
:- Address
m i Gity State Zip Haome Phone :
) Gell Phone Email %
J Y sexamoF age Birthdate School
i =] e Hobbies/Sports
I. el Whom may we thank for referring you?
L) Notify in case of emergency Home Phone = ﬂ
J =1 Business Phong Cell Phong Email {’%“
"
ol Parson Responsible for Account : |
Las! Nama First Mame initial _ x
g w Relation to Ghild Birthdate S0, BeC. #
Mddrass (if differant from ohild)
ﬁ City State Zip __ Home Phone
e = I Emai
3’ Person Responsible Employed by Uccupation
< %‘D Business Address Business Phone
. Business Email Insurance Email
o 1 Insurance Company Phone
Contract # Group # Subscriber #
; ‘- Mame of other dependents under this plan -
>
m I5 child covered by additional insurance?  dYes O No
x Subscriber Mame Relation 1o Child Birthdate (\ __ :
Mddress if oifferent from child) Soc. Sec. #
City State Zip Home Phone _—
S | Gell Phone Email ™
w Subscriber Emploved by Business Fhone .
@l Busingss Email Insurance Email h b -
E Insurance Company Phone K =
Conteact # Group # Subscriber # -
m m Name of cther dependents under this plan__ ": T
- m Please complete oth sides. w 5
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SIRUSH SRAILES OENT E*;‘i" HE?\L‘T te s
DENTW%T he ALTHY GUAMS HYGIENIST

DenTAL HISTORY

What would you like us to do for your child foday?

TOUTHITASE _;;.

Former Dantist Mddrass

Dantist's Email Phong

Date of last dental care Date of last x-rays

Howr often does your child brush? Flozs? ‘

Does your child experience pain or discomfort in the jaw joint? OY ON

Has your child ever experienced & mouth or chim injury? OY ON

Does your child have speech problems?

Has your child ever experienced an adverse reaction during or in conjunction with a medical or dental proceduere? OY QN
Child's habits affecting the mouth or teeth: 2 Thumb sucking O MNail biting 2 Other ot
Qther information abowt your child’s dental health or previous tregtment

MepicaL HisTory

TEETH

URC LR U™

woes | Is your child currently under physician care? O DN If ves, describe
Hasz wour child ever had a blood transfusion? QY QN If ves, give approximate dates
Has wour child ever taken Fen-Phen/Radux? OY N

Check [« ) yes or no whether your child has had any of the following:

st Child's Physician Phone T
f,f Physician’s Email f?'
| Date of last visit Has your child had any serious illnesses or operations? OY QN ff?‘
! It yes, describe e

5
oL

Oy ON AIDSHIY Positive Y N Cough up bood 0% N Hemophilia/ _ OY ON Shortness of breath
QY ON Anemia QY QN Disbetes Abnormal bieeding oy QN Sinus problems
QY QN Asthma QY ON Epiepsy TSI imniealons et o N Skl

oY QM Atopleallergy prong] O Y QN Fainting DY QN ﬁ.:g#ﬁg:gﬁa* br QY ON Spina Bifida

oY N Slood dissase Oy aN Food allergies OY QN Liver disease Oy Ol Thyrold dissase or

riatunclion

oY N Gancer oY 2N Headzaches ;
QYeN OY QN Tonsilis

Material allergies

OY QN Chicken Pax OY ON Hearing Impairment {lalex, wool, matal,
OY ON ConvulsionsEpilepsy OY ON Heart problams chamicals) oY ol Tuberculosis
OY QN Cough, persistent Dascribe QY ON Respiratory disease [ID Y OMN Other
LY QN Rheumatic/Scarlet faver  DESCHDE
List medications your child is faking, if any: List drug allergies, If any:

AUTHORIZATION

| have reviewad e information an this questionnaire, and if is accurate bo the best of my knowdledge. | understand that this information will be used by
tha dantist to help deterrnine approprate and healthiul dental fraatmend. If thare is any change in my child’s medical statug, | will inform the dentist.

| authorize the insurance company indicatad on this form to pay o the deatist all insurance benefits otherwise payable to me for services
rendared, | authorize 1he use of this signature on all insurance submissions.

| authorize the dentist to raleasa all information necessary to secure the payment of denefits. | understand that | am financially respansible for all charges
wiethar or nok paid by insurance.

Signature Date

Fayment is due in full af time of freatment, unfess prior arrangements have been approved.
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