FOR CHILDREN: WELCOME TO OUR PRACTICE

1.) TELL US ABOUT YOUR CHILD

4.) RESPONSIBLE PARTY INFO:

Today’s date: DOB: Name:
Child’s Name: AGE:
Mailing address:
Last First Mi
Prefrered Name: M/F City State Zip
School: Grade: HM#: Cell#:
Homet:
: Ext.
Who does the child live with?: Wi x
Child’s Home Address: Email:
Apth Emergency Contact:
Name: Relation:
City State Zip
Child’s Mailing Address (if different from home address): Widk: Ext. HM#
Apti#
5.) PRIMARY DENTAL INSURANCE:
City State Zip
Ins. Name:
2.) WHO IS WITH YOUR CHILD TODAY? Ins. Address:
Name: —
Are You: Mother / Father / Stepparent / Other
Insurance Phone #:
Birth Parent’s Martial Status (Please Circle):
Married / Divorced / Separated Group/Policy #:
Who has legal custody of this child? ID#:
Insured’s Name:
i ?
Who may we thank for referring you? Relationship to Patient:
Other family members seen by us: Insured’s DOB:
Insured’s Employer:
Child’s Current Dentist: SS#:
City: Do you have orthodontic coverage: YES NO
Phone: Last Visit:
SECONDARY DENTAL INSURANCE
3.) MOTHER INFORMATION:
Ins. Name:
Name: Ins. Address:
Address:
Phoneit:
Workd#: Ext. Insurance Phone #:
Employer: Group/Policy #:
SS#: DOB: |D#:
4.) FATHER INFORMATION: Insured’s Name:
Name: Relationship to Patient:
Address: Insured’s DOB:
Phone#: Insured’s Employer:
Worki#: Ext.
SS#:
Employer:
SS#: DOB: Orthodontic Coverage: YES NO

PLEASE COMPLETE REVERSE SIDE ~




6.) Why did you bring the child to the
Orthodontist today?

Has the child ever had a serious/difficult problem associated with
dental work? Y N

Is the child’s water fluoridated? Y N
Is the child taking fluoridated suppliments? Y N

Has the child ever had any pain or

tenderness in the jaw joint (TMJ/TMD)? Y N
Does the child brush teeth daily? Y N

How often does the child floss? — xWK
Child’s Physician:

Phonet#: Last Visit:

Is the child currently under the care of a physician? Y N
Please describe the child’s health:
GOOD FAIR POOR

Please list medications the child is currently taking:

7.) Has the child ever had any of the following

medical problems?

Y N Heart Murm. Y N Congenital Heart Def.:
Y N Cancer Y N Convulsions/Epilepsy
Y N Diabetes Y N Abnormal Bleeding

Y N Rheum. Fev. Y N Hearing Impairment
Y N HIV+/AIDS Y N Any Operations

Y N Hemophilia Y N Any Stays in Hospital
Y N Asthma Y N Kidney/Liver Problems
Y N Hepatitis Y N Handicaps/Disabilities
Y N Tuberculosis Y N Allergies to Any Drugs
Y N Prosthesis Y N History of Scarlet Fever

Please discuss any serious medical problems that the child has had:

Is the child allergic to any of the following?

Y N Aspirin Y N Erythromycin

Y N Codeine Y N Dental Anesthetics
Y N Llatex Y N Tetracycline

Y N Penicillin Y N Nickle

Y N Other

8.) Does the child have any of the
following habits?
Y N Thumb Sucking/Finger Sucking

Y N Lip Sucking/Biting
Y N Nail Biting
Y N Teeth Grinding/Clenching

9) | understand the information that | have given is correct to the best of my knowledge, that it will be held in the strictest
confidence, and it is my responsibility to inform this office of any changes in my child’s medical status. | also authorize the
dental staff to perform the necessary dental services my child may need during treatment.

PRIVACY NOTICE ACKNOWLEDGEMENT: Federal law requires that we provide you with, or access to, a copy of our
Privacy Notice. The Privacy Notice Explains how we may use and disclose information about you, and your rights as a
patient in regards to the information. We ask that you please sign this form for our records, so that we may document your
reciept or acknowledgement of this Notice. Any questions about this Notice should be directed to our Privacy Officer.

Patient’s Name (Printed)

DOB

Signature of parent/guardian

Date

The parent/guardian who accompanies the child is responsible for payment at time of service unless prior arrangements

have been approved.

OFFICE USE ONLY - OFFICE USE ONLY - OFFICE USE ONLY

| verbally reviewed the medical/dental information above

with the parent/guardian & patient named herein.

Initials: Date:

Doctor’s comments:

Medical History Update:

1.Date: _________ Signature:
Comments:
2.Date:_____ Signature:

Comments:






