Tell Us Aboi Your Child

/

3 General Information

5 :; Child's Home Address:

Today's Date: / / Nickname;

Child’s Name:

Lost

Child’s Birthdote: __ /
E-mail Address:

Flest

__/__ Child's Age: [ Male

Who is accompanying the child todoy?
Name:

Do you have legal custody of this child?
Whom may we Thank for referring you?
Other siblings/ages:

Relation:
(] Yes |

School: Grade:

Hobbies/sporis:

General Dentist: Last Visit Date:

Dentist's Phone: | )

Child's Home #: (

Relative or Friend nof living with you:

Naome: Phone: (

At [ Condo #

Address:

City

Parent’s Information

_| Who is responsible for account?

Parent’s Marital Status: [ Single [ Married [| Partnered [] Widowed (| Divorced || Separoted

Father | | Mother
Name:

Address: (If different than Child's)

| Step Parent || Guardian

Hm #: | )

Birthdafe:

LI Mother L Father LlStep Parent [ Guardian
Birthdate:  /

Hm #: ( T

Name:
Address: (If different than Child's)

Bl

SS #: DL #:

SS #: DL #:

Wk #: | Cell #: (

Wi #: ( Cell #: (

Email:

Email:

Employer: Occupation:

Employer: Occupation:

Employer’s Address:

Employer's Address:

City Sate

1f you hove Orthodontic Insurante Coverage for the Child, pleose il out below:
Il Insurance Co. Name:

City State
IF you hove Orthodontic Insurante Coverage far the Child, please fill out below:

Insurance Co. Name:

Insurance Address:

Insurance Address:

City State

Insurance Phone: | ) Insured’s 1D #:

Group # (Plan, Local, or Policy #):

State

) Insured's ID #:
Group # (Plan, Local, or Policy #):

City

Insurance Phone: |

Authorization

ane or more credit reporting services, If

4
y co-payment and deductibles that my |

in divgctly to the doctor all ins

ian W
BErVICES render
essary to secure the

of this sigrature on all my Insurance submie

ed and I'T
'Ii




| AW DD D

Dental & Medical Histo

Has the child experienced the following medical problems?
Abnormal Bleeding 7 N Handicaps/Disabllities
| Hearing Impairment
Heart Murmur

What are the main concerns that you would like orthodontics to accomplish?

Has your child ever been evaluated or had orthadontic treatment befo
¢ Hepatitic
Have there been any injuriee to the face, mouth, teeth or chin? N " N Asperger Syndrome N Kidney lems
. ; . PN FF s +7 a1 & ’ ri leinrs PrsBlainia
Poes the child require antibiotics before dental treatments [] Yes O N | Asthma Liver Problems
Have adencids or tonsils been removed? | Autlsm N Mitral Valve Prolapse
ave adenoids or tonelis pee SIS : N

Cancer ¥ N Prosthetics
Does vo ] Ve ANy miesing or #xt wrmanent testhi tes [1 N . A 4
Does your child have any missing or extra permanent teeth? Y N Conaenital Heart Defect i Eheumatic Fever

Has the child ever had any pain/tenderness in his/her N Ce ¢ N Scarlet Fever
JﬂW}O“’It (TMJ”MDJ? . I N N Covid-19 N Siekle Cell Disease/Traite
Does the child brush his/her teeth daily? . ) N Tuberculosis (TB)

Flose hie/her teeth daily?
Child's Physician: acribed Fosamax or any other

FPhone #: . ;
I's immunizations current?
l& the child currently under the care of a physiciany .
Hav the child been vaccinated for Covid-197

Haa puberty begun? o ) ) ;
Anything you would like to discuss with the Doctor in privates

Has menstruation beaunt )
Flease discuss any serious medical problems the child has had:

Please describe the child's current physical health:

Please list all drugs that the child is currently taking: child experience any of the following?

Nursing Bottle Habite

rinding Teeth 7 N Speech Froblems

| Lip Sucking/Biting { Thumb/Finger Sucking
Asidcﬁomitemslistedbelow.liataildrugsfthingsyourchlldisallerglcto: ¥ N Mouth Bresthar ¢ N Tongue Thrust

Nail Bi Used Pacifier

List any musical instrumente played:

Nickel/Metals I Plastic

Our office is'"l-l'll'ﬂ_:(mpllmn"cn_d is committed fo meeting or exceeding the standards of infection control mandated by OSHA, the CDC and the ADA.

the Info i} ".I.-" diven s correct to t vest of my Knowiedae, that it will be held in the strig L ‘h.l' 1ce and that )\ alb) I|'[J to I"I:-:'-'.".'?"

1y chanaes In my child's medical status. | authorize the dental staff 1 perform the necessan

P =
- OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY

_‘ I'have verbally reviewed the medical/dental information above with the parent/guardian & patient named herein.

Signature of Dentist
Dentist's Comments:

Medical History Update

Has there been any change in your child's healih status since their lost visit? 8 i N
= If Yes, please explain, ) Parent/Guardian Signature Date

Dentist Signature Dote

Has there been any change in your child's health status since their last visit2

If Yes, please explain, Parent/Guardion Signature Date

Dentist Signeture Date
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