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Date ______________________

Patient Name _______________________________________

Child Called ___________________ Male ____ Female ___

Date of Birth _________________ Age _______

Child’s Physician_____________________________________

Family Dentist _______________________________________

Referred By _________________________________________

Names of other children seen in this office ____________

_____________________________________________________

Date ______________________

Patient Name _______________________________________

Child Called ___________________ Male ____ Female ___

Date of Birth _________________ Age _______

Child’s Physician_____________________________________

Family Dentist _______________________________________

Referred By _________________________________________

Names of other children seen in this office ____________

_____________________________________________________

Mother’s Name_________________________________

DOB ____________ Social Security # ______________

Cell Phone _____________________________________

Email __________________________________________

Employer_______________________________________

Occupation____________________________________

Father’s Name _________________________________

DOB ____________ Social Security # ______________

Cell Phone _____________________________________

Email __________________________________________

Employer_______________________________________

Occupation____________________________________

Billing Address __________________________________

________________________________________________

Physical Address________________________________

________________________________________________

Home Phone ___________________________________

Who should we contact _______________________________

Relation _______________________________________________

Home Phone _________________ Cell Phone _____________

Who should we contact _______________________________

Relation _______________________________________________

Home Phone _________________ Cell Phone _____________



I have received a copy of the patient credit policy.                   (Initials)I have received a copy of the patient credit policy.                   (Initials)

Is this visit the child’s first trip to a dentist?   ❑ Yes   ❑ No

Any unfavorable reaction to medical/dental appointments?   ❑ Yes   ❑ No

Any dental/mouth habits?   ❑ Yes   ❑ No

Is child taking a  fluoride supplement?

Drops _________ Vitamins _________ Rinse _________ Other _________ 

Any previous injuries to mouth/teeth? ___________________  Date _______________

Child’s previous dentist _________________________________ Date ________________

At what age was child taken off bottle? _______________________

List any specific dental problems______________________________________________

_____________________________________________________________________________

If your child in good health? ___________________________________

Has your child had any history of:

Y N Rheumatic Fever

Y N Heart Trouble

Y N Mitral Valve Prolapse

Y N Asthma

Y N Diabetes

Y N Kidney Problems

Y N Liver Problems

Y N Epilepsy

Y N Brain Damage

Y N Circulation

Y N Blood Disorders

Is your child allergic to any foods, drugs, or latex? If so, please list ________________________________

Is there any history of excessive bleeding in child ___________ or family member_________________?

Is your child under medical care at the present time?  

Reason _____________________________ Physician _____________________________

Has your child had any condition which might affect dental treatment?_________________________

Is there any reason, to your knowledge, why a local anesthetic cannot be used? ________________

Is your child taking any medicine now? ________________________________________________________

Medication _________________________ Reason ___________________________

Does your child have a special physical _________________ or mental handicap? _________________

Is special treatment required? ______________
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