
elcome 
Chik1'~ Home Phone ' 1__'_____ Social Security #' _____ _ ____ _ 

Child's Nome: _,;;;;-_ _________-,;;,______,. Child's Birthdote ---.!----.1__ (hild'$ Age: ____ 
looI Fit>l III 

Q Mole :J Femok! School: Grode:____ 

Relation­------------------­
Do YOII hove legal cuslody 01 this child? 0 Yei J No b the chikl adopted? ..J Yes 0 No Ii the child in a loster homei ::::J Yes Cl No 

Other siblings ~ by 

Neighbor or Relative not living with you 

ReIo!ion: --­ wOO: Phone . I'-----L___ _ "'"' """'" L-JI____ 

Porent's Morital SiaM: iJ M.orried J Divoroo:l r:I Separoled 0 Widowed 0 Remarried :J Single 

Mother. 0 Step Mother 0 GuordiOl'l SirtMole: _ 1_ 1__ Home Phone •. L-J_____ Worl.; Phone , ; '-1____ 
Name: Social Security.: Dri~er'1 License t. _______ 

.... ... 
Lengrh of Employment 

o Step Father 0 Gvordion !inMate: --"---.J__ Home Phone I: L-j,_ ___ Wol ""'" I, L-J,____ 

... 
SocioI Sewrity , : _ _ _ _____ 

Relarionship ' ___ _____ 

'" EmpIoy., 

Dri"llf"s Ikeose II: _______ 

... 
ter.gth of Employment: 

Sociol $e.::urity #: _ ______ 

Who il responsible For making appoirrtmfllts? 

waR Phone,: ( Besr time to coil: 

Medical C~e? :J Yes 0 No Orthodontic Coveroge? 0 Yal Cl No 

Insuronce Co. Nome' __________ !'bone.: I Group. (PIon, Local, or Policy 111:_______ 

Inlurooce Co. Add re$!: ______,,==:;-_________=_________~=----,._-
PO b/Snoo 0'1' SoaIIo z;P

Policy Owner's Nome: _ ________________ Re/oriomhip 10 Patient ______ _ ____ _ _ 

Policy Owner'1 Birthdale: _ ---1_ Slxiol Secvrity #: _________ Policy o,...ws Employer: _________ 

Medical Cow!roge? :J Yes :J No Orthodonric Coveroge~ 0 Yes U No 

Inwronte Co. Nome: _ _ _ _ ___ ___ Phone ,: ( Group' {Pion, Local. or Policy /1): ______ _ 

Inwronce Co. Addren: ------"'iOi_"";;o---------~"'."----------~ .....-----,,.­
Policy Owners Nome: _________________ Relationship 10 Patient: _ ___________ _ 

Policy Owner'~ Bir1hdole: ---.1---.1_ SlXiol Security I : _ _ _______ Policy Q,.,.,w's Employer: ________ 



___ ______________________ _____ _ ___ _ 

the child currently in pain? 

Hos the dlild experienced problems wilh previous dental ~H 

Is the child's woIer fIuoridatedi 

Does the child b=h his / her teeth doi!r. 

Previous / Present DenIis1: 
(PIoooo Gtdo, 

'W1ly did you!eme your previous denlill~ 

y N Breast Fed Y N Mouth Breather Y N Thumb/ Finger Sucking 

y N Ch ewing on ObieCI$ Y N NoilSiling Y N Tongue/Cheek Siling 

y N Clenching/Grinding Teeth Y N Nursing Bottle Habib Y N Tongue Th ru sl 

N lip Sucking/Siling Y N Speech Problems Y N used Paci fier 

Phone, i-l Dole of losl visi t' _____ ____ 

Address: ___________-.;;;;;-___________---,,,,-___________""____-,,,-_ 
s;;;t Or s- lip

Is the d1i1d currently under the core of a ph~icion? :J Yes .J No PIeo~ .in· _________ ____ __________ 

describe the child's heolth: Q Good 0 Fair ::J POOl" Are Immunizations Current? IJ Yes Q 

PkIoloCllistoil d~ that the child is CUfT8r1t1ytoking. __________________ _________ _ 

0 Yel 0 No 

Has the child ever had any pain / tenderness in his / her iaw ioint (TMJ / TMD)? Q Yes Q No 

Q Yes Q No 

:J Yes 1J No Is the child toking 1Iuorida!ed supplemenr..? Q Yes Q No 

:JYes :J No FIou his / her teeIh doi~ :J Yes a No 

Dote of losl Visit _____ _ _ ___ _ ___ _ 

have~? leasl oboul~ 


Does / did the child have any of the following habits? 


AnytIJing you wovld like \() dlscusi wirh the DocIor in private? :J Yes 0 No 

Has the child hod/ experienced any of the following: 

y N Abnormol Bleeding Y N Diabetes Y N low Blood Pressure 

y N AIDS/HIV+ Y N Epilepsy Y N lupus 

y N Allergies Y N Handicaps / Disabili ties Y N Measles 

y N Anemia Y N Heoring Impoirment Y N Mitrol Volve Prolapse 

y N Any Hospital Slays/Operations Y N Heart Murmur Y N Mol1Ol1udeasis 

y N Asthma Y N Hemophilia Y N Rheumatic Fever 

y N Blood Transfusion Y N H~lili) Y N ScarleI fever 

y N Cancer Y N High Blood Pressure Y N Sickle Cell Anemia 

y N Chicken POIt Y N Hives Y N Skin Rosh 

y N Co ngeni tol Heart Defect Y N Kidney Problems y N Tonsill itis 

y yN Convulsions N li"er Ploblems Y N TuberculoJis ITBI 

PleoJe diJCUU any serious medical problems the child experiences/ ed: _ ____________ _____ _ _ _ _ 

I affirm thot the informolion I hove given is correct to the besl of my kna.oAedge. It will be held in the strictest confidence and il is my re~sibilily 
to inform Ihis office of any changes in my child's medicol sla1us. I authorize the denlol sloff to perform Ihe necessary denial wrvices my child may
need. My melhod of pcryme!1 t will be __________' 

Icertify Ihat my child is covered by Insurance Co. and I assign directly 10 Dr. , ,-,---- ---,;,,,--c 
all insurance benefits otherwise payable to me. I understond that Iam responsible for payment of services rendered and also responsible for paying 
any co-payment ond deductible thot my insurance ~ not cover. I hereby authorize the dentist 10 release aU information necessary 10 secure the 
payment of benefits. I authorize the use of this signature on a ll my insurance submissions, whether manvel or electronic. 

Signo:m.re 01 parent CIt ~on.,
The who the child is at time of service. 

FORM#C4C IQ97 1997 INFORMS INC. 1-800-722-4884 

http:Signo:m.re

