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Your name;

Mome: . !
e — e Birthdate: 4
Mickname; 554
Bidthdate: / O Male O Female | Relationship to child: e
. o . i | Yourhome phone and addvess, i diferant from i’

G
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Special interests, sperts or habbias:
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Home address;
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Emplayer:
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Haorme phore: [ ) ! . Work phone: | [
Referred by: Pager// Car phone: | |
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2 DENTAL INSURANCE COMPANY #2

Dental Ins, Co; Dental Ins. Co.:

Insurance Ca, Phone # y Insurance Co. Phane #: |

Group / Policy #:

This Dental Insurance is provided thraugh:

Group / Policy #:

This Dental Insurance is provided through:

Policy cwner's name: Palicy cwner's name:

Relotionship o child: Relationship o child:

Palicy owner's 55 #: o Policy owner's 55 #:

Pelicy ownar's hirthdaia: Palicy cwner's birthdate:
Palicy owner's employer: . Policy cwner's employer:
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DENTAL/MEDICAL HISTORY |

Has your child bezn 1o the dentist before? [ Yes OMo \

If yes, the approximate date of kast visit:

® & @

Ars there any dental problems that you are aware of ot !
any of the following

| medical condifions
or problems?

#Any Hespital Shays

present? 1 Yes CIMo Ifyes, please explain:

Does yeur child brush his / her teeth daily? [ Yes 0 Mo

Pease rate your chikd's aral health: [ Good (1 Fair [ Peor Y N Any Operations
¥ M Bleeding Problems of
bs your child currently under the core of o physicion? (1 Yas ] Mo Any Kind
Child's physician: Y N Cancer
His / Her phane &: ¥ N Convulsions / Epilepsy
The epproximate date of last visit ¥ N Dicbees
5 ¥ N Hearing Impairmen
Please rate your child's medical health: [ Good [Fair [ Poor YN Hmﬂﬁuhﬂur
I your child allergic to any drugs? OYes DNo Y N Heart Problems of
H yes, plagse list: Any Kind
Is your child toking ary prescripfion drugs? [ Yes [T Ne Y N Hemophilia
" \ Y N HIVe / AIDS
yes, ploase lisk: Y N Hyperadive
Daes your child need to be premedicated before Y N Rheumedic / Searlet
“ dental freatment? [ Yes [Ho Fevar

In the event of any emergency, whom should we confact? Avre there any other medical condifions or

Mame; Relatlionship: problems relating to your child?  CiYes 1Mo
Phong: Phane #2;

IFyes, plecise st
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& understand that the information that | have given is correct to the best of my knowledge,

l that it will be held in the strictest of confidence, and it is my respansibility to infarm this
affice of any changes in my child's medical status. | authorize the dental staff 1o
perform the necessary dental services my child may need,

The Parent or Guardian who accompanies the child is

responsible for payment

at time of servica unless prior arrangements have been opproved.

Signature of parent or guardian: Daie
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