gal custody of this chi

Whom may we Thank for referring you?

sies/Sports: velitisl s Frone #: | )
riend not living with you:

Child's Home #: (

Child's Home Address:

Who i
_| Father Step Father [ Guardian Mother Step Mother Guardian
Name: Name B

. DL # . o5 #: DL# .
W #: ( ) Ext: Hm #: ( W 2: Hm #: )
Email: Cell/Other #: | ) Email: L

Occupation: Employer:

aontic Ins

A Mamias
L NAMeE:

Group # (Plan, Local, or Policy #):

ice reserves th andlor parents of patients prior to extending credit for treatment fe
of this offi services of one or more credit reporting services. If this office accepts insurance, | understand that | am respon for pay
ying any co-payment and deductibles that my insurance does not cover. | hereby authorize the dentist to release all

enefits. And | assign directly to the doctor all insurance benefits otherwise payavie to me. | further authorize the .

- manua! or glectronic.




5
Y]
n
5
=
3
]
&
]
33
1
23
(53
'
-}
@
)
=
&
L8
(=]
=
ey
W
T
(a]
3
5
%
(=]
3
o
5
3
L)
k2
>1
[
b |
o
(2]
=
o
=~

B Have there been any injuries to the face, mouth, teethor chin? [ 0
Does the child require antibictics before dental treatment? O Yes [
Have adenoids or tonsils been removed? O Yes OO0 N
Does your child have any missing or extra permanent teeth? [ Ves

Has the child ever had any pain/tenderness in his/her
jaw joint (TMJ/ITMD)? |

Does the child brush his/her testh dally? L] Yes [

Floss his/her teeth daily? [d Yes [

Child's Physician:

FPhone #: Date of Last Vi

5 the child currently under the care of a physician? LI Yes L
Has puberty begun? L[] Yes L
Has menstruation begun? [ Yes [J

Please describe the child's current physical health:

Please list all drugs that the child is currently taking:

Aside from items listed below, list all drugs/things your child is allergic to:

| Latex/Metals ¥ N Nickle ¥ N PFlastic

| un
this

Dentist's Comments:

derstand that the information | have given is correct to the best of my kf"nlf’dge. that it will be held In ©
ffice of any changes in my child's medical status. | authorize the dental staff to perform the necessary dentall c‘r""o/i""c services my ch .|,1-

y reviewed the medicalldental information above with the parent/guardian & patient named herein.

Has the child experienced the fo!lowmg medical problems?

Abnormal E‘r"’d".‘i Hearing Impai irment

¥ N ADD/ADHD Heart Murmur
N AIDS/HIV+ Y N Hemophi
N Any Hospital Stays/Operations Y N Hepatitis
N Artificial Bones/Joints/Valves Kidney Problems

Y | Asthma Liver Problems

Cancer Y N Mitral Valve Prolapse

Congenital Heart Defect Frosthetics

Convulsions Rheumatic Fever
! Diabetes Scarlet Fever
E

as ?w ux or ”"m min. " If =@, W'rf’!?

Are the child's immunizations current? Yes

Anything you would like to discuss with the Doctor in private? fes [

Flease discuss any serious medical problems the child has had:

habits?
Y N Breast Fed Y N Nursing Bottle Hab
N Clenching/Grinding Teett N Speech Problems
Lip Sucking/Biting Y N Thumb/Finger Sucking
Mouth Breather Tongue Thrust
Nail Biting N Used Pacifier

he strictest ¢

peen any cnange. i

f Yes, please explain.

n your child's health status since their last visit?

Farent/Guardian Signature Date

Has there been any change in your child's health status since their last visit?

please explain,

Dentist Signature

Parent/Guardian Signature Date

)

©2003 INFORMS, INC. 1-800-122-4884 p



