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    DATE______________________________________

( PATIENT

NAME____________________________________________________________________________________________________________________

FIRST


MIDDLE


LAST




NICKNAME

MALE    (
FEMALE
(
BIRTHDATE__________________________PHONE_____________________________________            _






        
month / day /  year

ADDRESS______________________________________________________________________________________________________________


STREET




CITY


ZIPCODE




SCHOOL__________________________________________________________GRADE___________________

( PARENTS or GUARDIAN

 MR DR












MARRIED  SINGLE

 MRS MS_________________________________________________________________________________________________
DIVORCED

FATHER’S 







FATHER’S

NAME__________________________________________________________________
SSN____________________________________________

EMPLOYER/POSITION_____________________________________________________
BUSSINESS PHONE ______________________________

MOTHER’S 







MOTHER’S

NAME___________________________________________________________________
SSN____________________________________________
EMPLOYER/POSITION_______________________________________________________BUSSINESS PHONE_____________________________

CELL PHONE(S)_______________________________________________________EMAIL___________________________________________________

PATIENT’S DENTIST_____________________________________________________________CITY_______________________________________________
RELATIVES TREATED HERE___________________________________/SIBLINGS_      ________________________________________________

WHOM MAY WE THANK FOR

REFERRING YOU TO OUR OFFICE? _________________________________________________________________________________________

What are your main concerns today? _________________________________________________________________________________

_____________________________________________________________________________________________________________________ ____                                                          
Is there anything special your child would like us to know ABOUT them (pets, hobbies, cool things they’ve done)?
________________________________________________________________________________________________________________________

How would you describe your child’s current physical health?________________________________________________________________________________​​​​​​​​​​​​​​​​​​​​____________________________ _                                                               
Is your child allergic to any medications, metals, or latex?_________________________________________________________________________________                                                             _
Does your child use any form of tobacco?_________________________________________________________________________________________________                                                             _
Is your child currently taking any medications?_________________________________________________________________________________________________________________________                                                               
Is your child currently under the care of a physician?_____________________________________________________________________________________ _______________________________                                                             
Does your child require pre-medication for dental visits?   _____YES       _____NO      _____ I’M NOT SURE

HAS YOUR CHILD EVER EXPERIENCED ANY OF THE FOLLOWING?

Arthritis

Y  N

Tonsilectomy

Y  N

Heart Defect/Murmur
Y  N

Snoring

Y  N

Asthma

Y  N  

Compromised Immunity
Y  N

Heart Disease/Attack
Y  N

Mouthbreathing
Y  N

Diabetes

Y  N

Hypertension/Stroke
Y  N 

Prolonged Thumb Sucker
Y  N

Prolonged Thumb Sucker   Y  N

Bleeding Disorders
Y  N

Difficulty Breathing
Y  N

Liver  Disease/Hepatitis
Y  N

Cancer/Cancer Treatment
Y  N

Headaches

Y  N

Rheumatic/Scarlet Fever
Y  N

Please list any serious medical conditions that your child has experienced? ____________________________________________________________________________________________________
I affirm that the information I have given above is correct to the best of my knowledge.  I understand that it is my responsibility to inform this office of any changes in my child’s medical/dental condition.

Signature







Date

THANK YOU FOR COMING TO SEE US TODAY – PLEASE LET US KNOW IF WE CAN BE OF ANY HELP AS YOU PROVIDE THE FOLLOWING INFORMATION 














