CHILD
ACCOUNT INFO

RMATION

IPLE CITIES
FAMILY DENTAL, PC.

TODAY’S DATE

CHILD’S NAME SEX BIRTHDATE
LOCAL ADDRESS LOCAL PHONE #
CELL PHONE #
BILLING ADDRESS (IF DIFFERENT)
FATHER BIRTHDATE SS #
EMPLOYER WK. # DRIVERS LIC. #
MOTHER BIRTHDATE 5SS #
EMPLOYER WK # DRIVERS LIC. #
PERSON RESPONSIBLE FOR DENTAL INVESTMENT
SOMEONE TO NOTIFY IN CASE OF AN EMERGENCY
ADDRESS PHONE #

WHOM MAY WE THANK FOR THIS REFERRAL?

INSURANCE INFORMATION

PRIMARY SECONDARY
EMPLOYEE EMPLOYEE
INSURANCE CO. INSURANCE CO.
ADDRESS ADDRESS
GROUP # GROUP #
SUBSCRIBER ID #
IF INSURANCE IS THROUGH STEP-PARENT:
NAME SS #
ADDRESS

BIRTHDATE EMPLOYER




MEDICAL HISTORY

PLEASE CIRCLE THE APPROPRIATE RESPONSE. IF YOU DON’T KNOW THE CORRECT ANSWER, WRITE
“DON’'T KNOW?™ ON THE LINE AFTER THE QUESTION.

1. Physician’s Name

Address

2. Does your child have a history of the following?

A 18] 1 o) T e YES NO
(5 [RIEE: MLITUE @) CRTRIES @ISEIRE e cessarcansnnccoscomacamnomtantoraoamnane onsaa3ap0aes 83350000 0E0e00T0000R YES NO
G S A e e e e e e ) YES NO
] [ T 1S 1S T D B e Y YES NO
&, [EINEUIMETIE TEVET scemenaococaot so00mceatasonnmsenacsmbamatoadssana6sa6000000a0I003000008 330050000005 39903000000E10a5a56 YES NO
T S o L o el oo YES NO
O & e A [ 2 S e YES NO
Mo [LRVER BRelallEiiEamomscossmmosoonassanssssnsterosssamssessse 52205000000500030003R00C50053030360E S0P E0RSE S350 AE0a0s YES NO
. CoieEmE] Bl e e immnanmearsasmoeeasesnommseateas3300m00:0E0 5 CaRE eaE H33H3E A0S 30352 A6 G000EEa0I03033E 800 YES NO
i Severeorprolonged bleeding . YES NO
I e e ] o T e e e YES NO
1 (G EET sonssnssnontiotmstonmomoiosetaissooosersbassa8sse saaaa00000005a00ma86A a3 a0aIARAM e 358063090 CIR000900EETRADR3TEas YES NO
M EY e SIgR BT B S o o et YES NO
M. SPEECh IMPAIMIIERT .. eoe i oo ctates e aeereenss sashsassasomna b st s e e ao st s e o oo YES NO
(6 0 =2 1110 L0 ) O e P e S e YES NO
0. SPINA BIfIEa . et e a e e e e e e YES NO
3. Has your child tested HIV POSITIVE. ......comee e YES NO
4. Has your child tested positive for hepatitiS? ...........ccori e YES NO
5. Is your child subject to Nervous disorders?.........coocerereiiiiii e YES NO

Circle: Fainting, Seizures, Dizziness

6. Does your child have frequent headaches? ..o YES NO

7. Does your child have any health problem or serious illness that is not listed above? ......... YES NO
i S, WIAEIE ocannassscanmesenemmonnecnnssasa00mmnee ca003063E aaaaasEAa0o0c 060 Iamaa0EC O0EA A O aRRE B IS AER S BEAE 00040000 202909555500

8. Has your child ever had SUMGEIY7 ..cueiiieiiiiiiee et YES NO

9. Is your child taking any mediCationS? .......c.ccieeiieoeiieitii e YES NO
A 27 s 00 o S N e e e S

10. Is your child allergic to penicillin, antibiotics or other drugs?...........coueiiininiiinicens YES NO



DENTAL HISTORY

St hi Sty Ot I AiS i S i S T e & I TS A YES NO
2, [ et ey [ene) SHRes UiE [E61 IS scoscecosacscasmmamatem seanansnnmaaossssaene00n0eeaaaeaseetE cnIaaaeERE 000990535000

3. Were any x-rays taken when your child previously visited the dentist? ..........cccccceiniinnnnnn. YES NO
4.  When does your child brush his/her teeth? .......ccooi i cee e

55 Isitherefluonidelin the Watermwhere Y olliVe R YES NO
6. Is your child taking fluoride drops or tablets? ... YES NO
7. Have any cavities been noted inthe PaSt?......ccccirreiiiierie e eaa ot iees smnne s sasasass e mansaas e neanen YES NO
8. Were any teeth (baby or permanent) removed by extraction?...............ccoeiiiniiiiicciis e YES NO
9. Have there been any injuries to teeth, such as falls, blows, chips, etc.? ..........ccceeeiiee. YES NO

If yes, describe

10. Have tonsils and/or adenoids been removed? ........c.ooo oo YES NO
11. Does your child have frequent canker or cold sores? YES NO
T2l ClsyeiEehild asmouth e At ek s NS e e YES NO
135 Poesiyalrehildigagiea sy s e i e e e e YES NO
14. Did or does your child go to sleep with @ bottle? ... YES NO
15. Did or does your child have a thumb sucking habit? ...........coooiiiiiinine e YES NO
16. Has your child ever had an adverse reaction to local anesthetic (Novocaing)? .................. YES NO
17. Does your child think there is anything wrong with his/her teeth? ... YES NO
18. Has your child had any problem with dental treatment in the past?.......cccooovcniiiiinnnnn. YES NO

19. Is there anything about your child’s behavioral pattern which you think will make

e taltEe A e R T e e L e oes YES NO
Remarks:
20. Is there anything you wish to discuss with the Doctor privately?........c.ccocviiciiiiiiiiiinieicenns YES NO

| certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries
set forth above have been answered to my satisfaction. | will not hold my dentist, or any other member of the

staff, responsible for any errors or omissions that | may have made in the completion of this form.

Signature of Parent / Guardian Date



