Patient ID #

Today's Date

to our practice! We strive to make each
of your child's visits pleasant and comfortable.
Please fill out this form completely in ink.

Your Child

Responsible Party
Child's Name Name
Nickname Sex Relationship
Birthdate Age Address
SS#/SIN State/ Zip/
City Prov. P.C.
School Grade
Child's Home Address ) Email
City Bav,_ PR SSH/SIN
Phone DL #
Who is responsible for making appointments?
Name Best time to call
Home Phone Cell Phone Time Days
Work Phone Ext.
M Othe F O Stepmother [ Guardian F at] 1eFr o Stepfather [ Guardian
Name Name
Home Phone Cell Phone Home Phone Cell Phone
‘Work Phone Ext. Work Phone Ext.
Email Email
Employer Employer
Occupation Occupation
SS#/SIN SS#/SIN
DL # DL #

Marital Status O Single O Married DO Divorced
OWidowed 0O Separated

Marital Status OSingle O Married O Divorced
OWidowed O Separated

Primary Insurance Additional Insurance

Insured's Name Insured's Name

Relationship Relationship

Birthdate__ SS#/SIN Birthdate ___ SS#/SIN

Employer Date Employed Employer Date Employed
Occupation Occupation

Insurance Company Insurance Company

Group # Employee # Group # Employee #
Ins. Co. address i Ins. Co. address _ i
City Bov___ B City Bov____ P
Deductible Copay Deductible Copay

Amount already used Amount already used

Max. annual benefit

Financial Arrangements

Max. annual benefit

For your convenience, we offer the following methods of payment. Please check the option which you prefer.

Payment in full at each appointment.  OCash

Credit Card 0OVisa

1 Personal Check

OoMC 011 wish to discuss the office’s payment policy.



Dental & Health History CONFIDENTIAL Patient ID # _

Your child's overall health as well as any medications which your child takes could have an important inter-
reldtronshlp Wrth the dental care your child reeerves Please answer each of the following questions completely ‘

How often does your child brush? : ‘ How often does your child floss? :

Is your child's water ﬂuorrdated?. oy DYes D\Io Does your chﬂd take ﬂuonde supplements? ...... []Yes E} No

Does your child: ‘ S

Suck thumb/finger ...................[1Yes DNo Chew hard Ob]CCtS (pencrls etc) ..... i E}Yes E]No

Suck/Brtehp...;...,,,,,,.‘..f...“.;,.‘..DYes [[INo Grindteeth ........... R oo Yes [TINo
Bite/Chewnails?.....................[1Yes DNo Clenchjaws ........c..oovi.s e E}Yes E}No:
Previousdentist f S Address e i e .
Date of last dental visit?. e

Has your. child had dlfﬁculty wrth prevrous dental yisits? DYes No

Child's physrcran L el Address

‘Prev1ous Hosprtahzatrons/Surgerres/Senous I]lnesses‘7 ‘ - o When?

k dc‘m"enﬂy takmg mechcatrons" E}Yes -N ’(lf}’es please hst)
c ‘devertakenF'n-Ph‘ D/Redu"? e e -

Has your 'ehrld ever had any of the foﬂowrng .
‘ DYes DNo‘f

[Yes DNoff {an

[IYes [INo Tubx s |

[IYes [INo :Drabetes L

.Yes ElNo‘f Rheumatrc Fever

: "Cong vital H artDefect

. (lastmo more than3 Weeks > .E]Yes DNOJ "ConvulsronS/Epﬂepsy :
v Bleeding . ' :.,,,'_‘,.,BYeS E_']Nof : e

Pleasee ; lam any medlcal problems that your chlld has ...

Autha zatwn & Release : e | o ; .

. To the best of my knowledge the questrons on this form have been accurately answered I understand that’ :
‘ provrdmg incorrect information can be dangerous to my child's health. It is my responsrbrhty to inform the
~dental office of any changes in my child's medlcal status. 1 also authorrze the dental staff to perform the :
necessary dental services my child may need. o

T also authorize the Dentist to release any mformauon 1nelud1ng the dlacnosrs and the records of treatment :

* or examination rendered to my child durmg the perrod 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 servrces I agree to be 1esponsrb1e for payment of all servrces rendered on my behalf or my dependents

: Slgndture of patrent (or parent/guardran 1f mmor) el i :Date; T
Dentrst Revrew . . e .

~ Signature of Dentist e e o Date



