CHILD PATIENT INFORMATION

Child’'s Name: Prefer to be called: Sex:
First Last
Address: City: Zip:
Home Phone: Cell Phone: Age: Birthdate:
School: Grade: ' Sports/Hobbies:
Father's Name: Occupation: Bus. Phone:
First Last
Mother's Name: Occupation: Bus. Phone:
First Last

Parent’'s Marital Status: [ Single O Married i1 Divorced [ Separated [ Widow(er)
Number of children in family: Ages: ( ) ( ) ( ) ( ) { ) ( )

Who will be responsible for payment of this account?

Address Social Security No.:

Is there dental insurance? Name of Carrier

Whom may we, thank for referring you?

Please describe your problem and concerns:

What do you expect from treatment?

DENTAL HISTORY .

General Dentist: Address: Phone:

Frequency of dental checkups: {0 Twice a year (0 Once ayear ([J Only if a problem arises (1 Never Date of last visit:

Is there any unfinished care to be completed with your child’s dentist? (3 No (J Yes Explain:

Have teeth (either baby or permanent) been removed? 3 No (1 Yes Explain:

Has your child had any face or dental injuries? — No T Yes Explain:
No [ Yes Stopped:

i

Is there any history of thumb or finger sucking?

Does your child play any musical instrument? 2 No [J Yes What instrument:

Has your child consulited an orthodontist previously? 00 No O Yes Type of treatment:

Does the patient desire orthodontic treatment? (1 No O Yes Explain:

Please check if there is a hlistory of:
I"} Clenching teeth O Muscular soreness around head & neck O Jaw joint soreness (J Jaw joint popping
O Grinding teeth O Headaches (more than normal) ' Jaw joint clicking O Ringing in the ears
O Speech problems (if so, which sounds) C Mouthbreathing while: [ Awake [1 Asleep

Is there any other information that may be helptul?

Please turn over.



Your answers to the following questions will be helpful in.selecting the safest and most effective means of providing for your dental care.
All information will be kept completely confidential.

MEDICAL HISTORY

Child’s Physician: Last Visit:
Address: Phone:

s child in good health

Child taking any drugs or medication

Is there allergy to penicillin or other drugs
Rheumatic fever, heart disease, murmur

No [J Yes Explain:
No [ Yes List:
No [] Yes List:
No [ Yes Explain:
No [J Yes Date:
No [ Yes Explain:
No [ Yes Explain:
No [ Yes Age:

Tonsils and/or adenoids removed
Any learning disorders or emotional problems
Serious illness or hospitalization

Ooooooogoo

If female, has menstruation begun?

Any other health problems or special concerns?

Comments:

INSURANCE: To avoid misunderstandings regarding dental insurance, all professional services rendered are charged directly to the patient
and the patient, parent and/or guardian are responsibie for payment of fees. We will prepare necessary forms or reports to help you obtain
benefits from your insurance company.

Person filling out form

Signature Date
(Parent or Guardian)




