Patient ID#

Today’s Date

Welcome

to our practice! We strive to make
each of your child’s visits pleasant
and comfortable. Our goal is to
teach your child oral

Responsible
Party

Name

habits which will help

Relationship

keep their smile
beautiful for their

lifetime. e |
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Birthdate SS#H/SIN =
SS#/SIN
Employer Date Emp. I 3 =
Occupation Employer _
Ins. Company Group # Emp. # p
Ins. Company Address i g
Deductible Amount already used Max. annual benefit
Orthodontic coverage Yes No DL#
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Birthdate SS#/SIN Employer
Date Emp. Occupation
Ins. Company Group # Emp. #
Ins. Company Address
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Health
History

Your child’s overall health as well as any medications
which your child takes could have an important inter-
relationship with the dental care your child receives.
Please answer each of the following

questions completely.

[ |

Health History
MW child had difficulty with previous visits?

Does your child have a persistent cough or throat tlearing not
associated with a known illness (lasting more than 3 weeks)?

Has your child ever taken Fen-Phen/Redux?
Has your child ever had any of the following:

ow oftet iu‘i your child brush?

._';- ofte dbes your child floss!?
aﬂﬂt dental visit

:l- jous Dentist =

Child’s Physician

I he Number

. =

E{'Iild‘s Birthdate _____

Asthma [C] YES [ NO Rheumatic Fever ] YES CINO cedlis
Cancer [J YES [ NO Congenital Heart Defect [J YES 1 NO  Is your child’s water fluoridated? ........cccooeueus COYES ONO
Hepatitis [J YES [ NO Handicaps/Disabilities [] YES [CJ NO ke fl ide subplements? YES ”6
HIV/IAIDS ] YES [C] NO Convulsions/Epilepsy [CJYES [ NO ;,Dnﬁs e Ehiid take fluoride supp t =
Hemophilia CJ YES [J NO Tuberculosis [JYES [ NO | Does your child:
Diabetes [J YES [CJ NO  Abnormal Bleeding [] YES [] NO b |
Allergies O YES C1INO Heart Murmur 1 YES [C] NO \ SUCI{ thumb!ﬁnger . DYES DN@
: : Suck/Bite lips...ccceeerrurennnrenennnns CJYES CINO
Please explain any medical problems that your child has
Bite/Chew nails ...... veseensess L1 YES CINO
o Chew hard objects
(Pencils, etc.)..... CJYES CNO
— Grind Teeth [JYES CINO
CIEHCI'I ]IWS semssssnsnnne
DYES m
Authorization and Release = =
To the best of my knowledge, the questions
on this form have been accurately answered. |
understand that providing incorrect information
can be dangerous to my child’s health. It is my
responsibility to inform the dental office of any changes in my child’s medical
status. | authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to my child during the
period of such Dental care to third party payors and/or other health practitioners. | authorize
and request my insurance company to pay directly to the dentist or dental group insurance
benefits otherwise payable to me. | understand that my dental insurance carrier may
pay less than the actual bill for services. | agree to be responsible for
payment of all services rendered on my behalf or my dependents.
Health
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’ Signature of patient or parent/guardian if minor
Dentist’s Review Date
Date Comments
Signature __ f—
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D A e e 2 e ey s sal . At i ™
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