
ry Ferson Responsible For Account

Nqme: Relotion:

D[ #: 55 #:

Who is responsible for moking oppointmenfs?

Nome:

Tell Us About Your Child

Nicknome: r- Mqle l-l Femole

Chifd's Birthdote: _/ _/_

School:

Child's Home #: (-)

Child's Home Address:

Insurqnce Co. Phone #: ( )

Group # (Plon, Locol, or Policy #):

Policy Owner'g Nome:

Relotionship to Potient:

Policy Owner's Birthdote:

Policy Owner's Employer:

Orthodontic Coveroge? n Yes l-l No

Secondcry Dentnl Insurqnce

Insuronce Co. Nome:

Insurqnce Co. Phone #: ( )

Group # (Plon, Locol, or Policy #l:

Policy ornmer's Nome:

Relotionship to Pqtient:

Poficy Owner's Birthdote: _/_/

nYes n No

g Who !s Accompcnying The Child Today?

Nqme: Relotion:

Do you hove legol cusfody of this child? L-l Yes L'l No

Whom mqy we Thonk for referring you?

Other fomily members seen by us:

Previous / Presenl Dentist:
(Pleqse Circle)

Losf Visit Dote:

I t Single [ ] widowed Ll Portnered
Porent's Moritql Shfus: ll Mor.ied [-i Divorced X Seporof,ec

L-l Msfher"s Informsfion! ['1 step Mother f ] Guordion

Wk #: (-)- Exr -

55 #: DL #:

Fgfher's Informotion! Step Fo$er Guordion

Wk#:( l  ExI-Hm#:( )

55 #: DL #:



6
you bring the child to thewhy did

ist todoy?

f ) Hos the child ever hod ony of the
r 

following medicol problems?

Y N AbnormolBleeding Y N Hondicops/Disobil it ies
Y N ADD/ADHD Y N Heoring lmpoirment
Y N Any Hospitol Stoys Y N Heort Murmur
Y N Any Operotions Y N Hemophilio
Y N Arrif iciqlBones/Joints Y N Hepotit is
Y N Asthmo
Y N Concer

Y N HIV+/A|DS
Y N Kidney / Liver Problems

Y N Congenitol Heort Defect Y N Rheumotic / Scqrlet Fever
Y N Convulsions / Epilepsy Y N Sickle Cell Diseose / Troiis
Y N Diobetes Y N Tuberculosis [Bl

Pleose discuss ony serious medicol problems thot the

child hos hcd:

denl

Hos the child ever hod o serious / difficult problem qssociqted
with previous dentol work?

ls the child's woter fluoridoted?

tr Yes l=l No

nYes n No

ls the child toking fluoridoted supplements? n Yes n No

Hos lhe child ever hod ony poin / ienderness in his / her
fow ioint lrMJ I TMDI? llYes ll No

Does the child brush his / her teerh doily? n Yes n No

Floss his / her teeth doily? nYes nNo

Child's Physicion:

Phone #: Dote of Lost Visit:

ls the child currenlly under the core of o physicion?iJ Yes n No

Pleose describe the child's current physicol heqlth:
n Good n Foir t-l Poor

Hos the child ever token Phen-Fen? l-l Yes n No
lAlso known os Redux or Pondimin) lf so. when?

@ 
Does rhe child hove ony of the

following hobits?

Y N Lip Sucking / Biting

Y N Noi lBi t ing

Y N Nursing Bottle Hobits

Y N Thumb / Finger Sucking

Our office is HIPAA Comptionl ond is committed fo meel-

ing or exceeding lhe slondqrds of infuclion conlrol

mqndqted by OSHA, rhe CDC ond the ADA.

Pleose list oll prescriprron / over the counler or herbol sup'
plenrent drugi thot the child is currently hking:

ffi,H 
items bdow, list oll drugs/mqterbls rhor rhe child is

Lotex . Yes No Metols/Nickel Yes - No Plostic Yes I No

9 I understqnd thot the informqlion thot I hove given slolus. I sulhorize the dentol stoff to pe#orm lhe necessory

'rect to the best of my knowledge, thot it will be held in dentol services my child moy need.

; l r ic lesf  of  conf idence qnd i t  is  my responsibi l i ty

lorm this office of ony chonges in my child's medicol Signoture of porent or guordion

rs col

the r

to in

lverbolly reviewed the medicol / dentol informqtion qbove

with the porenl / guordion & potient nomed herein.

Medicol History Updote

l .  Dote:

Commenls:

Signoture:

Init iqls: Dote:

Doclorts Commenls:

2. Dofe:

Comments:
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