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David T. Marshall, DDS, PC

Confidential information - Important for our files and your health - Please fill out both sides

WELCOME TO OUR PRACTICE!!      PLEASE PRINT CLEARLY     DATE ______________________

Child’s Name __________________________________________ Nickname________________________

Child’s Address___________________________________City/State/Zip___________________________
Home Phone ___________________Birth date______________ Child’s SS#________________ Sex M / F

School______________________________ Grade___________

Child’s Family Information: Who is accompanying this child today? _______________________   Relation to child _________________________________Do you have Legal Custody of this Child?  Y / N 
Mother’s name________________________________________________________________
Address (if different)__________________________________City/State/Zip________________________ Home Phone ___________________Work Phone __________________ Birth date_________________ Mother’s Social Security Number_______________________ E-mail _____________________________ 
Employed by _________________________ Occupation____________________ How Long___________

Work Address__________________________________________________________________________
Father’s name_________________________________________________________________
Address (if different)__________________________________City/State/Zip________________________ Home Phone ___________________Work Phone __________________ Birth date_________________ Father’s Social Security Number_______________________ E-mail ______________________________ 
Employed by _________________________ Occupation____________________ How Long___________

Work Address__________________________________________________________________________

Primary Dental Insurance_________________________________________________________________

Subscriber_________________Relationship___________ID #_________________Group#____________

Secondary Dental Insurance_______________________________________________________________

Subscriber_________________Relationship___________ID #_________________Group#____________

Who is responsible for this account? ________________________________________________________

Whom May We Thank For Referring You? ___________________________________________________

APPOINTMENTS: We require 48 hour notice for any rescheduling of appointments since this time is reserved for you.  A charge, per appointment or per hour whichever is greater, will apply for a failed or canceled appointment without prior notice.  

TREATMENT AND FINANCIAL RESPONSIBILITY STATEMENT

I authorize release of information to my insurance company(s) necessary to file claims.  I understand that I am responsible for the estimated portion on the day of visit.  If insurance is not paid in 60 days, I will be responsible for the balance.

I agree to pay all charges for the care and treatment provided by Dr. Marshall and his staff.  There is a 1.5% monthly finance charge due on accounts over thirty days with exception to insurance balances.  I understand that past due accounts are liable for attorney’s fees and any other collection expenses.

Signed___________________________________________________________Date_________________
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Child’s Physician and phone ______________________________________________________________
Is child taking any medications? Y / N   please list: ____________________________________

______________________________________________________________________________________

Any allergies to medicine?  Please list: ______________________________________________

_____________________________________________________________________________

Is this child allergic to any of the following:  Latex  Metals or Jewelry Food Allergies Anesthetics Other:_________________ 

Does the child have or have ever had any of the following? (Please circle Yes or No)

Y / N Heart Murmur

Y / N Rheumatic Fever
Y / N Artificial Heart Valves
Y / N Congenital Heart Defect
Y / N Scarlet Fever
Y / N Surgeries / Operations

Y / N Cancer / Tumors
Y / N Chemotherapy
Y/ N Jaw Problems TMJ/TMD

Y / N Tonsillitis
Y / N Respiratory Problems
Y / N Asthma
Y / N Difficulty Breathing
Y / N Leukemia 
Y / N Anemia
Y / N Hemophilia

Y / N Abnormal Bleeding

Y / N Diabetes

Y / N High/Low Blood Press. 

Y / N Hepatitis
Y / N Kidney Problems 

Y / N Liver Problems

Y / N Artificial Bones/Joints
Y / N Organ Problems
Y / N HIV+/AIDS/ARC
Y / N Tuberculosis TB
Y / N Psychiatric Problems

Y / N Fainting/Seizures

Y / N Epilepsy
Please list any other condition(s) you have or ever had:  ________________________________

_____________________________________________________________________________
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Reason for today’s visit_______________________ Is Child in pain?  Y / N   How Long? _______
Please indicate any of the following problems (Please Check):

· Red, swollen or bleeding gums
· Discomfort, clicking or popping in jaw
· Sensitive tooth, teeth or gums

· Blisters/Sores in or around the mouth

· Lost/Broken filling(s)

· Teeth grinding or clenching

· Ringing in ears

· Broken/Chipped tooth

· Stained teeth

· Locking Jaw

· Bad Breath

· Other _______________________
Does this child require pre-medication? Y / N / Don’t Know

Previous Dentist _______________________________ phone ___________________________________

Last Dental Exam___________________________ Last Dental X-rays ____________________________

How often does the child brush? __________________________ Floss? ________________________                    
What type of tooth brush bristles do you use?    Soft / Medium / Hard

Does this child do any of the following? Thumb/Finger Sucking Tongue Thrusting/Sucking    Heavy Snoring Mouth Breathing Lip Sucking/Biting

To the best of my knowledge, all of the preceding answers are true and correct.  If the child ever has a change in his/her health or if his/her medications change, I will inform the doctor at the next appointment without fail.

Signature ______________________________________________________ Date________________

