Dre soheresBe . Bl

NameofMinor/Chﬂd . - . ~ Sex[lM DF Agek
Last Name _ FistName , - _ Middle Initial

Nlckname - ‘Hobbies - Céﬁ:Phor?é(

Home Address , '
Street

Malhng Address _ ~ _
' Street - . 7 cy . State

School Name __ . - - - SchooIPhone( .
_ Person financially responsible" ' ﬂ . 'Home'Phdhé( - . 7 Work Phone(

Whom may we thank for referring you?

Father's/Guardian’s Name _ .. . ‘—1Mothers/Guard|ans Name

; Address (|f dtfferent from patrent s)

Home Phone( . . Work Phone( . 7 Home Phone( - . ,Work Phon el )
(if dlﬁerent from above) . , (nf d:ﬂerent fmm above) . . (if dxﬁerent from above) - (|f dlfferentfrom above)

ol . - ..
. Employer _ . - . , Employer_ 4
Soc. Sec. # . _ Birthdate . . ‘Socl.r Sec.# , . . . 'Bu'thdate ;
Do you hé\‘/qqent‘al insurance coye;age fo,r,minof/child? El Yesil‘j{Noi L o6l ent surance coverage for mmor/chlld'? DYes E] No
‘ ﬁlaﬁ»Name___;____'__;___.‘_'_i_ Phone (_ _ —_  Plan Name%____ ‘ Phpne «
AddressM'i Address 7 . '
Group #WWM Policy # - Gl;oqp # ____________ ,Pgliéy -

Is your child eligible for treatment under Medical Assistance? [1Yes [1No Child's Medical Assistance ID.#_

DENTAL HISTORY
Daté ijaSt ~ViSit 'to 2 deﬁtiSt *w—“‘*‘——'——*—————— For wﬁat se(vibg?,

. . vy -
Has child complained about dental problems? .......[1 [ Is fluoride taken in any form

Does child brush teeth daily?-..oeorevereene O O Any injuries to mouth, teeth, head? ...

Does child' use ﬂosé ev'ery day? ... . 2 & Any unhappy dental expenences*?

Any mouth hablts thumbsuckmg, nail bmng, mouth breathmg paclﬁer sleepmg with bottle, etc’t‘
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Minor/Child’s Physician - . . . Cwistale
Date of last physical examination_________ Results _

- , ‘NO ;
Is Minor/Child under care of physician NOW? ermsnecsisscnnneecs ‘ Medieatidns -

Receiving any medication or drugs’?

Ever been hosprtalrzed”

Ever had surgery? ...... . . - - [___] ’ . ’ Allergiés ,

Is there excessive bleeding when cut’? T

Has minor/child had any hrstory of or difficulty with any of the following? If yes, please check (v‘) ‘
[1AILDS/H.LV. [[] Cerebral Palsy ~ [JEpilepsy - [ Kidney Disease
[] Anemia ' _ [] Chicken Pox‘ , [ Fainting ~ [OLiver Disease
[] Asthma  [DConvulsions [ Hearing Problems [] Measles
[ Bladder Problems [ Diabetes []Heart Problems 7 Mononucleosrs

[1cancer : [] Drug/Alcohol Abuse o Hepatitis ~ [ Mumps

In the event of an emergency, whom should we contact?

[J Rheumatic Fever

[ Sinus Problems

O Thyroid Disease
[ Tuberculosis
[] Other

Name - _ - Reltionshp~ _ Phone (.

Bdalorshp. . - Phois(

MmorIChlld Consent

| am the parent, guardian or personai representatwe of
Please Print Name of Mrnor/Chrld

and there are no court orders now in effect that prohibit me from sngmng this consent. | do hereby request and authorize he dental
staff to perform necessary dental services for the child named above, mcludmg but not limited to x-rays, and admi
anesthetics, which are deemed advisable by the doctor, whether or not I am present when the treatment IS rendered

Insurance Assrgnment and Release

lcerﬂfy that my dependent(s) is covered by msurance with o . and’assign directly to

Name ) lnsurance Company(res)

Dr. ‘ , aII msurance benefits, if any, otherwise payable to me for servrces

rendered | understand that | am financially responsible for all charges whether or not pald by insurance. | authonze the use of
my signature on all insurance sumsrons

The above-named doctor may use my min /chﬂd’s health care mformatron and may disclose such mformatron to the above- ;

named Insurance Company(ies) and their agents for the purpose of obtaining payment for services and _determining

insurance benefits or the benefits payable for related services. Thrs consent wrll end when the rrent treatment ptan is

completed or one year from the date sngned below.

Signature of Parent, Guardian or~Personél,Representative . Date

Please print name of Parent, Guardian or Personal Representa’tive . . ' Relationship to Patient

TO BE COMPLETED AT LATER VISIT
 Has there been any change in patient’s health since last dental appomtment” DYes . No
4 If yes, please describe 4

Is patrent taklng any new medications? [IYes [ No lf yes, p!ease list

Dagte Parent/Guardnan Signature

Date M ; Dentrst Signature




