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We want to help your child have the brightest smile possible. 
Please fill out this form completely so we can know how 
to best help your child reach maximum oral health. The better 
we know you and your child, the better we can care for you both.		

Welcome

name 	 	   Male        female

NICKNAME age		 ss#

BIRTHDATE

SCHOOL 	 	 GRADE

OTHER FAMILY MEMBERS SEEN BY US

who is accompanying the child? 	 	 Relation

street address 	

city state	    zip

home phone mobile

PREVIOUS DENTIST 	

PHONE # LAST VISIT THERE

DO YOU HAVE LEGAL CUSTODY OF THIS CHILD? 	 	      yes        no

MOTHER name BIRTHDATE	

EMPLOYER

WORK PHONE CELL

SS# DL#

WHO IS RESPONSIBLE FOR MAKING APPOINTMENTS?

BEST NUMBER TO CALL?

BEST TIMES TO CALL?

FATHER name BIRTHDATE

EMPLOYER

OTHER PERSON RESPONSIBLE FOR ACCOUNT

RELATIONSHIP

ADDRESS

PHONE SS#

WHO MAY WE THANK FOR REFERRING YOU?

PRIMARY INSURANCE DENTAL COVERAGE?     yes        no

insurance co. name

address

phone group #

INSURED NAME RELATION

INSURED BIRTHDATE IINSURED SS#

SECONDARY INSURANCE DENTAL COVERAGE?     yes        no

insurance co. name

address

phone group #

INSURED NAME RELATION

INSURED BIRTHDATE IINSURED SS#

DOES THE CHILD HAVE A PERSONAL PHYSICIAN?      yes        no

PHYSICIAN name

PHONE DATE OF LAST VISIT

IS THE CHILD UNDER CARE of this doctor now?

explain?

NEIGHBOR/RELATIVE TO CONTACT IN EMERGENCY:

RELATIONSHIP

home PHONE mobile

street address

city state	    zip

your
child

guardians
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MY CHILD’S CURRENT HEALTH IS     GOOD         FAIR         POOR

HAS YOUR CHILD smokeD or useD tobacco in any other form?      yes        no

HaS YOUR CHILD EVER HAd any metal rods, pins or implants?      yes        no

IS YOUR CHILD taking any prescription / over-the-counter or herbal supplement drugs?

  yes        no if yes, please list below

DOES/DID YOUR CHILD HAVE ANY OF THESE HABITS?

  LIP SUCKING/BITING

  THUMB-SUCKING

  NAIL BITING

  NURSING BOTTLE HABITS

IS YOUR CHILD allergic to any of the following? 

  Aspirin 

  Dental Anesthetics 

  Jewelry/Metals

  Penicillin 

  Other (please list)

  Codeine 

  Erythromycin 

  Latex 

  Tetracyclin

HaS YOUR CHILD ever had any of the following diseases or medical problems?

  Abnormal Bleeding / Hemophilia

  Alcohol / Drug Abuse 

  ANY HOSPITAL STAYS

  AnY OPERATIONS

  Artificial Bones / Joints / Valves

  Asthma 

  Blood Transfusion 

  Cancer / Chemotherapy

  Colitis 

  Congenital Heart Defect 

  Diabetes 

  Difficulty Breathing 

  Emphysema 

  Epilepsy / CONVULSIONS 

  Fainting Spells

  Frequent Headaches 

  HIV+ / AIDS 

  Tuberculosis (TB) 

  HANDICAPS / DISABILITIE

  High Blood Pressure  

  HAy Fever 

  Heart AttAck / Surgery

  Heart Murmur 

  Hepatitis 

  Kidney Problems

  LIver Disease 

 low Blood Pressure

  Psychiatric Problems 

  Radiation TreAtment 

  Rheumatic /ScarlEt Fever 

  Seizures 

  Sickle Cell Disease / Traits 

  Sinus PrOblems 

  Stroke

  Thyroid Problems 

  Ulcers 

Anything you would like to discuss with the dentist in private?       yes        no

Please list any other serious medical condition(s) that you have ever hAD:

WHY HAVE YOU BROUGHT YOUR CHILD TO THE DENTIST TODAY?

DoES youR CHILD require antibiotics beFore dental treaTMent?      yes        no

IS YOuR CHILD currently in pain?      yes        no

HaS youR CHILD ever had a serious problem associated with any previous dentAl work?

  yes        no       If yes, what?

HaS YOUR CHILD ever hAd gum treatment?      yes        no

HaS YOUR CHILD experienced discomFort in HIS/HER jaw  (TMJ/TMD)?      yes        no

Do your child’s gums ever bleed?      yes        no

How many times a week dOES YOUR CHILD FLoss?                TIMES a day HE/SHE brushES?

Type of bristles?      hard        medium         soft

How long doES youR CHILD use a toothbrush before replacing it?

Are your CHILD’S teeth sensitive to heat, cold, or anything else?      yes        no

HAS youR CHILD lost any teeth?      yes     no      

If yes, why?

I understand thAt the inFormation that I have given today is correct to the best of my

knowledge. I also understand that this infOrmation will be held in the striCTest 

confidencE and it Is my responsibility TO inform this office of any changes in MY 

CHILD’S medical status.

SIGNATURE date                  /                    /

Payment is due in full at the time of treatment unless prior arrangements

have been approved. If this office accepts insurance, I understand that I am 

responsible for payment of services rendered and also responsible For paying any 

co-payment and deductibles that my insurance does not cover. AS PARENT OR GUARDIAN 

OF THE CHILD RECEIVING TREATMENT, I AM RESPONSIBLE FOR PAYMENT. I hereby authorize 

payment directly to the Dental Office of the group insurance benefits otherwise 

payable to me. I understand that I am responsible for all costs of dental treatment. I 

hereby authorize release of any information, including thE diagnosis and records of 

treatment or examination rendered, to my insurance company.

SIGNATURE date                  /                    /
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