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El/c Om Specialist in Pediatric Dentistry

Thank you for trusting us with your dental care.

TO OUR Your kindness in furnishing the following information will be appreciated and wr.
PRACTICE be used in strict confidence to prepare your child’s clinical chart.

Tell Us About Your Chlid

Chlid's Name: Chlid’s Birthdate: Chiid's Age:

Last First M

Nickname: - Male Female School: Grade:

Chlid's Home Address:

Streel 7p

Names & Ages of other children presently being treated at this office:

Referred By:

Parent Information

Parent's Marital Status: Marrled [J Divorced [J Separated Widowed Remarrled Single

Mother[] Step Mother Birthdate: /. /. Home Phone #: Work Phone #: ( ).

Name: Social Security #: Driver’s License #:

Address:

state

Employer: Parent's Dentist:

Father ] Step Father Birthdate: Home Phone #: Work Phone #: (

Name: Soclal Security #: Driver's License #:

Address:

Street State

Employer: Parent’s Dentst:

Guardian: Relatlonship: Social Securlty #:

Blling Address:

Street 2 State Zip

Work Phone #: ). Home Phone #: ( ) Employer: Driver's License #:

Molhod of Paoyment

Cash or Check at fime of treatment. Visa or Master Charge. Insurance

Dental Insurance Inform_cﬂon {Nob medical Informoiion)

Primary Insur. Co. Name: Ins. Phope #: ( ) Group # (Plan, Local, or Policy #):

Insurance Co. Address:

Cily

Policy Owner's Name: Relationship to Patient: 5

Policy Owner's Birth date: / /. Policy Owner’s Employer: Social Security #:

Employer's Address:

Sireet

CONTINUED ON BACK
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Is the child cumently In pain?

[JYes [(JNo

What Is the purpose of today’s visit?

Has the child experienced problems with previous dental work? Yes No

Is the child’s water fluoridated? Yes No Is the child taking fluoridated supplements? Yes No
Does the child brush his / her teeth daily? Yes No Floss his / her teeth daily? Yes No
Do you or any of your children have any previous orthodontic experience? Yes No ‘

Previous Dentist: _ Date of Last Visit:

(Please Clrcle) Does / did the child have any of the following hablts?

Y N Lip Sucking 1 Biting Y N Clenching/ Grinding Teeth Y N Tongue/Check Biting
Y N NailBiting Y N Used Pacifier Y N Speech Problems

Y N Chewing on Objects Y N Nursing Bottle Habits Y N Tongue Thrust

Y N Mouth Breather N Thumb / Finger Sucking Y N Breast Fed

Blescllicod Higlory
Child’s Physiclan: Phone #: ( ) Date of last visit:
Address:
Street Cly’ State 7ip
Is the child currently under the care of a physician? Yes No Please explain:
Please describe the chlid’s current physical health? Good Fair Poor Are Immunizations Current? Yes No

Please list all drugs that the child Is currently taking:

Please list all drugs that cause the child allergic reactions:

(Please Clrcle) Has the child had / experienced any of the following:

Y N Abnormal Bleeding Y N Diabetes Y N Low Blood Pressure
Y N Alergies Y N Epilepsy Y N Llupus

Y N ADS/HV+ Y N Handicaps/ Disabilities Y N Measles

Y N Any Hospital Stays / Operations . Y N Hearing Impairment Y N Mitral Valve Prolapse
Y N Asthma Y N Heart Murmur Y N Mononucleosis

Y N Blood Transfusion Y N Hemophiia Y N Rheumdtic Fever

Y N Cancer . Y N Hepatitis Y N Scarlet Fever

Y N Chicken Pox Y N High Blood Pressure Y N Sickle Cell Anemia
Y N Congenital Heart Defect Y N Kidney Problems Y N Tonsilitis

Y N Convulsions Y N liver Problems Y N Tuberculosis (TB)

Please discuss any serlous medical problems the child experiences / ed:

Authorizations

| afflrm that the Information | have given is correct to the best of my knowledge. It will be held in the strictest confidence and it Is my responsibillity to inform .
this office of any changes in my child's medical status. | give my consent fo needed dental services, local anesthetic, nitrous oxide analgesia (laughing gas), radiographs, restraints
andjor usual recognized techniques to adequately and safely care for the above named patient. | understand that freaiment plans are subject to change and that there is no
speclfic warranty or guarantee of success as to any result and/or cure. :

Signature of parent or guardian




