Today’s Date

1000 North Fielder Road, Arlingfon TX 76012

. About Your Child

Chitd's Nome

Goes By:

DMoIe G Female

Siblings that we treat
Child's Birthdote

Schoo!

I S S—

Child’s Age
__ Grade

Child's Pimary # ( )

SS#

Child's Home Address

—=

Chitd's Race

Pets and Hobbies

=

Longuogefs) spoken __

. How did you hear about our office?

D Doctor

O rotient

Nome

D Other

. Mother's Information

Nome

D Stepmether

O worrer

Employer

{1 cuaroian

Birhdate = M —

Occupotion

Work # | ]

Home # | )

Cetivtar # | ]

Ss#

£-mail

4. Father's Information

Name

D Fatner D Stepiather

Employer

[ Guantien

Gothoate ____/ 7

Ocecumation

wark # | )

Home # | |

Cellvicr ¢ | |

SS#

DL #

E-moit

5. Who is Accompanying your Child Today?

Name

Relafionship

Do you have fegol custody of this chig? O Yes O No

4. Person Responsible for Account/Payment

Name

Rétationship

Biting Address

=3 o

work &8 | }

Home # ]

Ceftular # | )

E-mait

7. Primary Dental Insurance

insurance Co. Nome

Insurance Co. Address

cv Shite o

Ins. Co. Ph#i | }

Group # {Plan, Locel, or Policy# )

Poticy Owner's Name

Relationship to Patien!

Policy Owner's Binhgate

SSa

Y S .

Policy Owner's Employer

8. Other Dental Insurance

insurance Co. Name

insurance Co. Address

-~ [ Ie

ins. Co.PnE {___ |}

Group # (Plan, Local, or Policy # |

Policy Owner's Name

Relotionship to Potient

Policy Owner's Bithdate 7 /

§§#

Policy Owner's Employer




9. Dental History

Is this your child's first visit to the dentist?

How fong since the last visit o the dentist?

Previous dentist's name

Were any x-rays taken during the previous dental visit?
Have there been any injuries to the teeth, face or mouth?

If yes, please explain

Why did you bring the child to the dentist today?

Does the child have any of the following habits?

0O O Lipsucking or biting 0O O Nail biting

Y N Y N

O O Nursing or bottle habits O O ™umb orfingersucking
Y N Y N

0O O Grinding teeth 0O QO Pacifier use

Y N Y N

Has the child ever had a sefious or difficult problem associated with
previous dental work?
Ifyes. please explain

How would you rate your childs attitude toward medical/dental visits?

OGood DOaAnxious DO Definitely negative

Is the child's water fluoridated? Oy O~ 0O Notsure
Is the child toking fluoride supplements? Oy ON 0O Not Sure

Hos the child ever had any pain or tendemess in his/
her jow/joint? Oy O~ 0O NotSure

Does the child brush his/her teeth daily? Qy O~ 0O NotSure

Does the child floss daily? Oy O~ 0O NotSure

Is there anything else you would like us to know about your child?

10. Health History

Has the child ever had any of the foltowing conditions?

I;I EI Heart Disease/Mumur/Defect [ [ Physical disabilities
Y N

51 El Hemophilia/Blood Disorders gl E Mental disabilities

O 0O Kidney/Liver Conditions O O &ye problems

Y N Y N

0O O Diabetes 0O QO Hearing impairment

Y N Y N

0O O seizures/Epilepsy 0O 0O Orug Attergies

Y N Y N

O O cCongenital Birth Defects O 0O food. melal, dye altergies

Y N Y N

0O O cCancer O O Lotex Allergies

Y N Y N

O O Tuberculosis 0 O sinus Allergies

Y N Y N

O O Hepatitis 0O O Asthmo

Y N Y N

O O Hiv+/ ADS 0O O Autism

Y N Y N

0O 0O Shunts O 0O speech problems/delay

Y N Y N

O O Any hospital stays 0O O sensory disorder/PDD

Y N Y N

0O O Any operations O O ADD/ADHD

Y N Y N

0O O epregnoncy

Y N

If answered yes, please explain:

Does your child have difficulty with any of the fofowing:
O concentrating Oteaming O Cooperating O Understanding

Any condition that wos not explained above:

Are the childs immunizations up-fo-date? Oy ON
Please list all drugs the child is cumently taking:

Is the child cumently under the care of a physician? Qy QON
Child’s physician:
phone# ( )

11. I understand that the information | have given Is correct to the best of my knowtedge, that it will be held In the strictest
of confidence and it Is my responsibility to inform this office of any changes Iin my child’s medical status. | authorize the
dental staff o perform the necessary dental services my child may need.

Signaiuro of Paront or Guordicn

For Office Use Only

1 verbally reviewed the medical/dental information above with the
parent/guardian and potient name herein

Initials Date

Docior’s comments:
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