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We are pleased to welcome you and your child to our practice. Please take a few minutes to fill out 

this form as completely as you can. If you have Questions we 'll be glad to help you. 


We look forward to working ~'Iilh your child. 


CMd·s N,me Soc. Sec. ,
u S! Name First NI~ InitiAl 

Address __________________________________________________________________ 

~:: Phoce _________________ 
Sex 0 M U F Age _____________ 

Gcade __________ 
Whom may we thank lor referring you ?___ 

'~~:;;;e;s~~;c:___reme_g_ec_c_y______,Cell Phone Email 

PRIMARY INSURANCE 

1.2s/ NJme First Name Iml131 

Relation to Child _________ Birthdale SOC. Sec. # 
Address (if different from child) ______________ ______________ 

Siale Zip Home Phone~:-Ph-o-c-e---------------
Email 

Person Responsible Employed by _______________ Occupation 
Business Addr~s ____________________ Business Phone 
Busi ness Email _______________ Insurance Email 
Insu rance Company____________________ Phone 
Coniraclll_______ ____ Group {I Subscriber i 
Name of other dependents under this plan______ _______________ ____ _ 

ADDITIONAL INSURANCE 

Is child covered by additional insurance? DYes D No 

Subscriber Name _____ _ _ __ Relation to Child,___ ____ Birthdale ___________ 


Address (if different from child) ____ ____________ Soc. Sec. # ____ ______ 


Cily_____________ _________ State______ ZI, ___ Home Phone _______________ 

Cell Phone_______ _ ___ Email ___ _ _ _____ _ _ _________ _ 

Subscriber Employed by ___ _ _ ______ _______ Business Phone _______ _ 

State Zip Home Phone 

Email 

Birlhdale School 

Hobbies/Spans 

Home Phone 

Business Em~ II _____ _____ _ ____ lnsurance Email ___ _ _ _ ____ _
 
Insurance Company________ ___________ Phone ___ _ ______
 

COfllracl /, _ _______ _ _ _ Group j , _ _______Subscriber i _____ _ _
 

Name 01 olhor dependenlS ucdor Ih;, " 'c__________________ ______ 

Please complete both sides. 
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DENTAL HISTORY 
What would you li k.e us to do for your child today? ____ ________________ ____ _ _ 

Former Oeollsl ___ _ _________ Address _ _ _ _______________ 

Dentist's Email Phone ______ _ ______ ___ _ _ 

Date ol lasl denIal care Dale ollasl x-rays _________________ 
How ohen does your child brush? Floss? ______________ _ 

Does your child experience pain or discomfOI1 in the jaw ioint? 0 YON 

Has your child ever experienced a mouth or chin injury? 0 Y 

Does your child have speech problems? 

CJ N 

Has you r child ever experienced an adverse reaction during or in coniunction with a medical or dental procedure? UY O N 

Child's habits affecting the mouth or teeth: 0 Thumb sucking 0 Nail biting 0 Other ______________ 

Oth er information about your child's dental health or previous treatment _ _ _ ________________ 

MEDICAL HISTORY 
Child's Physician ____________________ Phone___________ _ 

PhysiCian's Email __________________________________ _ _ 

Date 01 last visi t _ ________ Has your child had any serious illnesses or operations? .J Y 'J N 
J1 yes, describe ___________ _______________________ 

Is your child curren tly under physician care? 0 Y ON J1 yes, describe'_ _______________ 

Has your child ever had a blood trans fusion? :J Y [J N If yes, give appro ximate dates _____________ 

-
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Has your child ever taken Fen-Ptlen/Redux? U YON 


Check ( ,f ) yes or no whether your child /las had any of the following: 


O V.JN AtDSlHIV Posil ive [J Y a N Cough up blood 
Oy aN Anemia tJ'f 0 N Diabetes 

OY O N Asthma I.J Y I N Epilepsy 

o Y :a N Al0pic (allergy prone) U Y J N Faintmg 

J Y ON Blood disease o Y :J N Food alleJQies 
WY ON Cancel a Y QN Headaches 

tJYU N Ctrickell Pox OY ':l N Hear ino Impairment 
J Y U N Co rlVulsu)IlSJEpilepsy aYON Heart problems 

t:J Y ON Cou gh, persis tent Desc Tl be 

List medications your child is taking, if any: 

aVO N 	 Hemophilia! 
Abnormal bteediflO 

:lY a N 	 Immunizations current 

o Y .J N 	 Kidney diseasa or 
malfunction 

:lY ..J ~J 	 Uver disease 

CJ YO N 	 Material allergIes 
(latex, WOOl, metal, 
chemicals) 

::JY CJ N 	 Respiratory disease 

o Y :J N 	RheumatictScarlet fever 

Q Y ON Shortness 01 breath 

O YO N Sinus problems 

O Y ON Skin rash 

O YON Spina Bilida 

U Y 0 N Thyroid disease or 
mal function 

O Y 0 N Tonsillitis 

O Y ON Tuberculosis 
a y 'J N Other 
Describe 

list drug allergies, if any: 

AUTHORIZATION 

I have reviewed the mformatlon 00 this Questionnaire. and it is accur,l1c 10 the best of my knowledge. I ullderstand that thiS Information will be used by 
Ihe den1ls1to help determine appropriate and lIealthful dentallreatmenl. If Ihere IS any cflanoe in my child's medical stalus. I WIll inform fhe denlist. 

I authorize the insuram;e company indic,ned on lhls form 10 pay to the denlFst aU insurance benelits otherwise payable to me for services 

rendered. I aulhorilf Ihe use o11his siQnalufe on all insurance slIbmissions. 


I authorize Ihe denUs! 10 release ~ I I intOlmalion necessaI)' to seture the payment of benefits. I understand tha i I am linaocially responsiblelor all charges 

wfle. hel or nol paid by insurance. 


8Ignatu" 	_________________ D'" 

Payment is due in lull at time of treatment, unless prior arrangements have been approved. 
® Sm i nPr. m::. 	 IB0-78JR I 
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