Welcomel!

We are pleased you have chosen our team to provide dental care for your child. Please take a

few minutes to fill out this form as completely as you can. If you have questions, we will be glad
to help you. We look forward to working with you in maintaining your child’s dental health.

PATIENT INFORMATION Date
Mame of Minor/Child: - )
Last Firsl Initial
Sex(J Male [ Female Age: . ___ Birthdate: Nickname:
Hobbies: o - B Social Security #: o
Home address: Home Phaone:
Steet City State Zip Code

Person Financially responsible I Home Phone ~ WorkPhone _
Mailing Address ]

Shreel Tty State Ip
Cell# Pager#

Whom may we Thank for referring you?:

DENTAL HISTORY

Date of last visit to a dentist: For what service?

Has your child complained about dental problems? ..o L1 Yes [ No Do you drink well water / city water / bottled water? .................... (Please circle one)
Does your child brush teeth daily? ... L Yes [ No o Have you had your water tested for fluoride? ............c..c.oooovoeeeeen. 1 Yes O] No
Does your child loss 8Very day? ........ccocovvvveecienncsniieeieneennenennee L) Yes [ No - Is fluoride taken in any form? .......o.cooovvovvievieneoinonsenevereeeneneeen L Yes ] No
Any injuries to mouth, teeth, head? .................. coeeeressreneenes 1 Yes 11 No  Any unhappy dental eXperiences? .......coooeovvveeriveimssnesesieeisenne L) Y88 1 NO

Any mouth habits - thumbsucking, nail biting, mouth breathing, pacifier, sleeping with bottle, B10.7 ..o ) YES L NO

MEDICAL HISTORY

Minor/Child's physician: City/State - Phone
Date of last physical examination i Results

Is Minor/Child under care of physician now? .......................[] Yes [] No Medications

Receiving any medication or drugs? .........coevocveviieeeeeee. L1 Yes 1 No

Ever been hospitalized? ........coccceeevreveneenrrnerereenereeenenenenen 1 YeS 1 NO )

Everhad surgery? «ounanansnsimvaisansneuramuimnn 2 Y68 15 NG Allergies

Has Minor/Child had any history of or difficulty with any of the following? If Yes, Please Check (X).

1 Heart Murmur [J Anemia [ Bladder Problems [J  Fainting ] Mononucleosis

[71  Artificial Heart Valves [J AIDS / HV+ [1 Cancer L] Hearing Problems ] Sinus Problems

[] Mitral Valve Prolapse [ Hepatitis [J Cerebral Palsy [J  Kidney Disease 1 Other

[J Rheumatic Fever [] Tuberculosis [J Convulsions ] Liver Disease (] Other

] Heart Problems 1 Thyroid Disease ] Drug/Alcohol Abuse ] Measles (] Other

[J Asthma [ Diabetes [J Epilepsy ] Mumps 1 Other
EMERGENCY CONTACT

In the event of an emergency, who should we contact?

Name: ___ Relationship: Phone: _

Mame: o Relationship: o Phone:







