We would like to welcome you and your child to Fine Dentistry. Our goal is to
make every child’s visit pleasant and educational.
preventive care. We strive to teach good oral care that will enable your child to
have a beautiful smile that last a lifetime.

Tell Us About Your Child

Today's Date
Chilz's Name :

LAST ’ FIRST

Nicknzme = Male o Female
Child's Birhdate - ~——-— Child's Age:
Schoci Grade:

Child's Home # :

Child’s Home Address:

Parent’s Em(;fl - @ ”

Who is accompanying the t.“.h.ild“todéy

Name:

Do you have legal custody of this child? o2 YES = NC

Who may we Thank for referring you?

Other family members seen by us:

Previous/Presart Dentist: e

Last vis't date:

Parent's martzai status

Z SINGLE C MARRIED = SEFARATED

— WIDOWED S CIVORCED

Mother’s Information

Name: _
Status: = Birth Mother = Step Mother © Guardian
- Hmz Wit Cell #

Empioyer:
SISh

Father’s Information

fatue: =B h Father

., _ oStepFatier o Guardian.
Hm#_wkE . cenw

Name: Relation:
© Billing address;
Wh# Hmi# Cell#
Employer
SS# DL#

Person Responsnble for ma

e Relation: — . :
- Ing. Co. Nams

s, Co. Na me

_{;ilns Co Address -
~Ins: Go. Phone_r______
_-'Poln:y# -
é_-.__.‘insured S Nn'ne

JIRelatlonshiotopa*]en‘f T

: nsurecs Birthday '

ln__sp‘rlgs_c s. Employer; .' ]

Qur practice is based on

Person Responsible for Account

Name : e
L Hm#

Primary Dental Insurance

Ins. Co. Address:
Ins. Co. Phone

Pollcy # - Group#

Insured's Nams:
Relationship ¢ patent:

Insured's Birthday: _ /[

SS#:
Insured’s Employer: -

Insured’s emall address

Insured’s email address -




Der.rﬁ-éluH.iéto'ry - : .Mé”cii-cal History

«  Has your child ever had diffiout "¢ Anys'aysin hospital inthe past YES  NO
problem associated with previous Reason?: e
| dental work? VES  NO c  Is the child currently under the YES NO
~» Does your child brush daily? YES NO care of & physician?
"+ Doss your child floss daily? YES NO °  Child's Physician:
+  Does your child take flucridated ¢ Phoned -
supplemant? YES NO o Please desrcvribe your child’s current physical health:

¢« Doces your child have these habits?
o Thumb/Finger Sucking YES NO

¢ Lip Sucking/Biting YES NO
o Nail Biting YES NO
o Nursing Bottle habits YES NG Has the child ever had any of the
o Teeth gnndlng YES NO : . .
S L following medical problems?
Medlcatlon HIStOI'y ; ¥ N Heart Murmur Y N Congenital Heart Defect
: Y N Cancer Y N Convulsion/Epilepsy
o Please list all drugs the your child currently taking: ¥ N Diabetes Y N Abnormal bleeding
L Y N Rheumaticfever Y N Hearing Impairment
YN HIV+AIDS Y N Any Operation
| o st al " t id is alleraic to ¥ N Hemophilia Y N Tubercuiosis (TB)
| N BASE ISt 81 drugs that your cnia is allergic to. Y N Asthma Y N Kidney/Liver Prcblems
e Y N Hepatitis Y N Handicaps/Disabilities

9]

| understand that the information that | have given is correct to the best of my knowledge, that it will be
held in the strictest of confidence, and it is my responsibility to inform this office of any changes in my
child’s medical status

o

Falso authorize the dental staff to perform the necessary dental services my child may need.

Signature of parent or guardian Date

‘mfectlon controi rhandated by OSHA the CDC and the ADA

FOR QFFICE USE ONLY, DC NOT FILL IN THIS BOX

Medical History Review and Update

; 1. Date Comments Signature

2. Date

Comments __ _ . e Signature -

3.Date . Comments _..._.. _. -.— Signature — —




