Today's Date: 0 Male 02 Female Name: Relation:
Child's Home Phone #: |{ j ChildsAges Do you have legol custody of this child? @ Yes (3 No
15 the child ndopted? 03 Yes 13 N ; il in o foste ne? [ RN
Childs Birthdate: /. ;L Social Securly #: Is the child adopted? €3 Yes T3 No Is the child in o foster home? £ Yes 11 Mo
. Whom may we Thank for referring you?
Child’s Nome:
Lost First Ml Other siblings seen by us:
Nicknome: e
. Heighber o Relothee vt iy
Hobbies: ‘ ‘
School: Grode:
Child's Home Address:
Street
Clty Stato Zip ‘ . . .

Parant's Marital Status: 03 Married

) Parinered

03 Divorced 3 Separated 11 Widowed 13 Remarried 13 Single

Mothers (O Step Mother (3 Guardion  Birthdate: ____ / /o Horme Phone #: [ ) Work Phone #: { ]
Name: Social Security #: Driver's License #:
Address:
Street City Sterde Zip
Employer: Length of Employment: ____

_ Parent’s
information

RS

Name:

Relationship: Social Security #:

Billing Address:

Sireet

Home Phone #: {

Work Phone #: {

State
Driver’s License #:

Zip

_ Person
Responsihle}
for Account

Medical Coverage? 1 Yes (3 No

Insurance Co. Name:

Insurance Co. Address:

Phone #: |

Dentol Coverage? 1 Yes [ No
)

Orthodontic Coverage? (3 Yes T Mo

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

PO Box/Street

Primary |

Policy Owner's Name:

Stote

City

Lip
Relationship to Patient:

Sociol Security #:

Employer's Address:

Policy Owner's Employer:

Strest

Insurance Informa




Anything you would like fo discuss with the Doctor in privaie? O

Medical History

Child’s Physiciqn: Phone #: { ) Dete of last visit:
Address:

Street City State Zip
Is the child currently under the care of a physician? Q0 Yes (1No  Please explain:

| healths 0 Good (A Fair (3 Poor Are Immunizations Current? 0O Yes QU No

jons: -

Yes 0 No Explain:

Has the child had/experienced any of the following:

Y N Abnormal Bleeding Y N Digbetes Y N Low Blood Pressure
Y AIDS / HIV+ Y N Epilepsy Y N lupus
Y Anemia Y N Hondicaps / Disabilities Y N Measles
Y N Allergies Y N Hearing Impairment Y N Mitral Valve Prolapse
Y N Any Hospital Stays / Operations Y N Heart Murmur Y N Menonucleosis
Y N Asthma Y N Hemophilia Y N Rheumatic Fever
Y N Blood Transfusion Y N Hepatitis Y N Scorlet Fever
Y N Concer Y N High Blood Pressure Y N Sickle Cell Anemia
Y N Chicken Pox Y N Hives Y N Skin Rash
Y N Congenital Heart Defect Y N Kidney Problems Y N Tonsillitis
Y N Convulsions Y N Lliver Problems Y N Tuberculosis (TB)
Please discuss any serious medical problems the child experiences/eds
Is the child currently in pain? 0 Yes O No  What is the primary reason for today’s visit?
Has the child ever had any pain / tenderness in his / ber jow jolnt (TR / TMD)? O Yes 0 No
Has the child experienced problems with previous dental work? 0 Yes (3 No
Is the child's water fluoridated? O Yes [INo Is the child taking fluoridated supplements? 0 Yes [1No
Does the child brush his / her teeth daily? D VYes TiNo Floss his / her teeth dai[y? Yes CINo
Previous / Present Dentist: Date of Last Visit:
{Please Circle)

Why did you leave your previous dentist?

Least about?

What dld you like most about cmy denhsf you hmvo seen?

@@% / did the child h&% any of the §§i§w¢m§ %mi@z?s‘?

; emhmq;’(}ren&mg ee’s‘% o
 Used Pacifier .

‘ N‘ursing Bofﬂe Habits
Yhumi‘)‘;”?inger Sucking

| offirm that the information | have given is correct fo the best of my knowledge. 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. | authorize the dental staff to perform the necessary dental services my child may
need. My method of payment will be:

Signature of parent or guardian Date

dby k tnsurance Co. and | assign directly fo Dr
: yczbfe fo me. uacferstcmd that | am responsible for payment of services rendered and also resmmrbe ?cxr pay-
ole that my insurance does not cover. | hereby authorize the dentist fo release all information necessary to secure

iﬁe mymenf 05 Eaeneft’rs aafﬁ srize the use of this signature on all my insurance submissions, whether manual or electronic.

Signakire of gmren’f ar gucxsdtcm o Date

The pareni or gumﬁ%mn who aceompanies the child is responsible for payment of fime @’§ service,

FORM #620C © 2002 INFORMS INC. 1-800-722-4884




