WNeLCO

About Your Child

Today's Date:

Child's Mame
LAST

Chald's Micknamea
Child's Birthdaie
School:

Child's Home Phone 7

g Child's S5

i Child's Address L
HOME ADDHESS

CITY S TATE

Referred By:

i docior, phase goee addnoss B phona number j

9

Insurance Information
Frimary Dental Insurance
Co. Namse;
Address:

SITY
Fhone #;
insured'’s ID#;
Giroup # (Plan, Local, of Policy #
Insured’s Mamea
Relation:

Inswred’s Employer
Does either policy cover Orihadontics? ] Yes _] No
Secondary Denlal Insurance

Date of Birth

o Mame
Addrags:

iy
Fhone #;
Insured’s ID#
Group # [Pan. Local, or Poley 8)
Insured’s Mame
Relation:
Insurad's Employar

Ciate of Btk

3 Child's Family Information
Wha is accompanying this child today™?

FUILL BRAME (IF OTHER THAM PAREMT) AELATION TO CHILD

Do you have Legal Custody of this Child? [_J Yes _ No
How many Brothers Sisters? Ape(s):
Mother's Name:
_I STEF MOTHER |_j GUARDHAN
{J CHECK IF SAME A5 CHILDS) HOME ADDRESS Ty

( } ! }
HOME PHONE # WOFR PHONE § EXT

STATE ZIF

MOTHE RS SCCIAL SECURITY # DATE OF BeRTH MOTHER'S DRIYERS LIC &

Employer How Lang?

ERMPLOYER™S ADDRESRD H STATE ZIP

Father's Name:
| STEP FATHER _j GUARDIAN

{JCHECK IF SAME AS CHILD™S) HOME ADDRESS CITY STATE ZIF

i |
HOME PHONE #

WK PHOME # EXT

FATHER'S SOCIAL SECLIRTY & DATE OF BIRTH FATHER'S DAIVERS LIC. £

Employer How Long?

EMPLOYER S ADDRESS gy STATE

Account Information
Person lll"l'l'l!l!hl' I'EEFﬂI'I!lHE Tor account

Mama
AELATION TO CHILD

Billing Addrass:

CITY STATE ZIF

II 'I - .-
SOCIAL SEQURITY # [DATE OF BIRTH CRAVERS LIC. 7

i ) | '
WORH PHOME EXT CELL PHORIE &

Payment method: _) Cash _J Check

9

- Cradit Card - Ertor card # abowe {if accegpled)

I haraby auihorize assignment of my inswrance nighis and
. Bannhis dirgcily 10 P provder ior sensces randared. | Tully
undarstand | am solely responsible fer any balance not paid by my
ingurancd eompany (il alfered at this ofhica).




Child's Dental Information
Reason lor today's visit ] Exam  _JEmergency |_] Consullation

Is Chikd in pain? _1No ] Yes How Long?

Please indicate o any of the following problems:

] Discomfor, dicking or popping in jaw. || LostBroken Filling(s) |_J Staned teath
IJ Red, swollen or beading gums. - Teath grinding ) Locking Jaw
I Sensifive tooth, teeth or gums - Ringing in Ears ] Bad braath
I_] Blisters/Sores in ar around the maouth, _] Broken'Chipped toath |_J Loose iooih
1 Other(s)

Does child reguire pre-medication? ] Yes _JNo ) Don’t know

Previous Dentist ! ]
Last Dantal axam ! i Last Dental X-rays:
Times a day chid brushes? Times a week child flosses?

I5 the child's water uondated? _JYes ] Mo
Hu:w.r would you rate the childs smile? sem1 2 3 4 5 6 7 B8 9 10 wormt

Child's Medical History
Is Chid taking any of the Tollowing medications? ] Pain Killers sscoess sesns [ Rilalin ] Stimulants
 Biood Thinners ] Tranquilizers [ Insulin [_] Muscle relaxers. [_] Others:

Child’s Physician { i
DOCTOR'S MAME OR CLIMC BAME FHONES
Last Medical Exam: ! !
AL s CITY SUATE Jil
Does Child have or ever had any of the following diseases, mdlt:al conditions or procedures?
Y N Haoad) Murimur ¥ M Tonsilkbs High'L o Blood Prossung
¥ W Rhaumanc et W N Rospiraiory Probloms Hopahbs
¥ N Ariificsal Hear Yalves F N Asthma’Dehioulby Broathing Arhificial Bones lsinaimplants
Y H Conoendal HMeari defect ¥ M Daood Traratusionis) L o s ] iy l-lrli.m' ProEdgms
¥ N Scarlet Fawor W N Laussmns s HI s AN DS AT
¥ N SurjpEnds O rabons ¥ N DiaEne A H YOO ORI Tubaroilosss TH
¥ N G Tomars ¥ N Hemophidia Paychaninn Probdcsmes
¥ N Chamatharnpy ¥ M Ahnormal Sknosding Hyper Actvel&00
¥ N Jaw Protioems TRUTMD T N Ciof LinPalabs Faintirsgy Semi 2 es'E pliepsy
¥ M Heoareg Probikoms ¥ M Besh Daolocts Cavibiral Paby

Please list any cther medical condifion{s) child has or ever had:

£ 4

4 4 4 4 o 4 4 4
FEEEEEEEEE

Is Child allerges to; J Latex ] Penicilin/Amaoxicillin |_] Tetracycling |_J Dental Anesthetics [Movocaine)
1 Aspirin ] Food allergies ] Other(s)
Please rate the childs general health from 1-10: Daes child wear contact lanses? _JYes |_JMNo §

| Has this child ever taken the drug Ritalin? _INo _] YesHow long? Child's Blood type:
Does this child do any of the following? ] Thumb/Finger Sucking ] Tongue Thrusling/Sucking
IJ Heavy Snoring ] Mouth Breathing ] Lip Sucking/Biting

UPRATE
e ivwite you be discuss with us ey guestons feganding cur sesvices. The bast Denlal health services ane basad | WK UK
of a feendly. mulual understandng bebveen proviser Bnd patent
B O policy requires pagement in full bar all Services rendened at the bme ol visit, unless ofher Affangements Rave Desen
miade with e business managers, || account = nod paid within 80 days of ihe dabe of service and no I:n-_]*h::.al
arrangamants have baen mado, pou will b responsibie for legal feas, coBaction agency leas, nberest charges and
any ofner expenses incumed N colacimg your accoumt
W authonre e staf 10 perform any NBCASEAFY SEMVICES Needed during diagnasis and ireatment. | als0 aulhonoe B
prosedar ko relaase any miormalion reguired o process msurance claims
B vnderstand the abowe Rlormation and guaranibee his lonm was comploted correcily 1o e best of my wnowledgs
and understand il is my responsdility bo inlohm this ofice ol any changes i the nfiormaton §| have provided

Signature Date
i Pl o "
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