
WELCOME The benefits of a healthy, happy smile are immeasurable.  Our 

Please fill out this form completely.

First:_________________  Last:___________________ M.I.____

Birthday:___/___/______  Age:_____  SSN:_____-____-______

Address:__________________________________  Apt.______

City:_____________________State:__________ ZIP:_________

Email:_______________________________________________ 

Mobile #:(       )____-_______

Home #:(       )______-________ Work #:(       )_____-________

Who may we thank for referring you? _____________________

Other family seen by us:________________________________

ABOUT YOUR CHILD
PERSON RESPONSIBLE FOR ACCOUNT

Name:______________________  Rela

Birthday:___/___/_____ Age:_____  SSN:_____-____-_______

Email:______________________Mobile #:(       )_____-______

Home #:(       )______-_______ Work #:(       )______-_______

Billing Address:_______________________________________

City:____________________ State:__________ ZIP:_________

ACCOUNT INFO

Provider Name:_______________________________________

Provider Address:______________________________________ 

City:_____________________ State:__________ 

ZIP:_________    Provider’s Phone: (       )_____-________

Group #:_____________________________________________

Insured’s Name:_______________________ Rela

Insured’s Birthday:____________________________________

Insured’s Employer:______________ Phone:(       )_____-_____

Insured’s SSN:________________________________________

SECONDARY INSURANCE

INSURANCE

MEDICAL HISTORY
Is your child currently under a physician’s care?    ___YES  ___NO

Physician’s Name:_____________________________________

Phone:(       )______-________ Last visit date: ___/___/______

Please explain:________________________________________

___________________________________________________

IN CASE OF EMERGENCY, PLEASE CONTACT:

Name:_______________________  Rela

Phone #:(       )_____-_______Alternate #:(       )_____-______

Thank you for filling out this form completely.  It 

We are happy to help!  
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Insured’s ID#:_________________________________________

Provider Name:_______________________________________

Provider Address:______________________________________ 

City:_____________________ State:__________ 

ZIP:_________    Provider’s Phone: (       )_____-________

Group #:_____________________________________________

Insured’s Name:_______________________ Rela

Insured’s ID#:_________________________________________

Insured’s Birthday:____________________________________

Insured’s Employer:______________ Phone:(       )_____-_____

Insured’s SSN:________________________________________

CHILD FORM



Use tobacco in any form?         Yes           No

drugs?
       Yes           No

Please list each one: ___________________________________ 

____________________________________________________ 

Has your child ever been hospitalized for any reason?

       Yes           No

CHILD’S MEDICAL HISTORY
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       Yes           No

____________________________________________________ 

prior to dental treatment?
       Yes           No

IS YOUR CHILD ALLERGIC TO ANY OF THE FOLLOWING?
YES  NO  |  Aspirin
YES  NO  |  Codeine
YES  NO  |  Dental 

YES  NO  |  Erythromycin
YES  NO  |  Jewelry/Metals
YES  NO  |  Latex

YES  NO  |  Penicillin
YES  NO  |  Tetracycline
YES  NO  |  Other

Please list any other drugs/materials that your child is allergic to:

____________________________________________________ 

YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |

Acid Reflux
AIDS/HIV
Anemia

Asthma
Bladder
Bleeding Disorders
Bones/Joints
Cancer
Cerebral Palsy
Chicken Pox

Cold Sores/Fever Blisters
Congenital Heart Defect
COPD
Diabetes
Ear Aches
Epilepsy

Growth Problems
Hearing
Heart Murmur

Heart Surgery

Hypoglycemia

Kidney
Liver
Measles
Mitral Valve Prolapse
Mononucleosis
Mumps
Pregnancy (teens)
Psychiatric Problems

Seizures
Sickle Cell
Sleep Apnea
Thyroid
Tobacco/Drug Use
Tuberculosis
Veneral Disease

YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |
YES  NO  |

____________________________________________________ 

____________________________________________________ 

HAS YOUR CHILD EVER HAD ANY HISTORY OF, 
OR CONDITIONS RELATED TO, ANY OF THE FOLLOWING?

WE’RE GLAD YOU’RE HERE!

Ear aches or neck pain

Teeth or fillings breaking

Grinding or clenching teeth

Bleeding, swollen or irritated gums

Bad breath

Jaw pain

Difficulty sleeping

A LITTLE MORE INFORMATION
Please check any of the following problems that apply 
to your child:

(braces)? YES             NO    

YES          NO    

If not, when was the last visit date?_________________

Has your child ever had dental radiographs (x-rays)?
YES             NO    

Does your child have any fear or anxiety about going to
YES             NO    

(laughing gas)

______________________________________________

______________________________________________

______________________________________________

YES             NO    



DISCLAIMER

Print Name

Sign Here    Date

PAYMENT IS DUE IN FULL AT TIME OF TREATMENT.  

_____________________________________ _____________________________________ 
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Does your child have any oral habits such as 

YES             NO    

Has your child ever had any injuries to the mouth, head
or teeth?

YES             NO    

or shedding of teeth?
YES             NO    

YES             NO    

(please circle the number that best applies)

How important to you is your child’s dental health?
1 2 3 4 5

How would you rate your child’s current dental health?
1 2 3 4 5

Where would you like your child’s dental health to rate?
1 2 3 4 5

What are the most important things to you about your
child’s smile and oral health?

What is the most important thing to you about your
child’s dental visit today?

OFFICE USE ONLY
I verbally reviewed the medical/dental 

Doctor’s Comments:

____________________________________________________ 

____________________________________________________ 

Date:

____________________________________________________ 

____________________________________________________ 

_____________________________________ 
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SIGNATURE: I, ______________________________, have had full opportunity to read and consider the contents 

__________________________________________   ________/________/________

Date: __________/__________/__________

REVOCATION OF CONSENT

-

 
Signature: ___________________________________________ Date: ________/________/________

OSHA, the CDC and the ADA.


