¥ .
ut Your Child _
Wha is accompanying the child today?

Nick
Today'sDate______/ name : Relation:

Child’s Name: Ty e i Do you have legal custody of this child? oY ON
Wham may we thank for referring you?

Child'sBirthdate [/ ChildsAge___  Om OF

Other siblings/ages:
E-mail Address General Dentist:
School Gracle: Dentist Ph: { ) Last Visit Date:
. Hobbilesisports: . Relative or friend not living with you:
Child's Hm #: [ 1 558 Hame: Phe ( ]
Child's Home Address Address:
£y STATE e iy STATE e
s Information
Wheo is responsible for account? Marital Status: [QSingle [OMarried  CParnered  OWidowed ODivorced [ Separated
[ Father [ Stepfather [ Guardian ] Mather [ Stepmaother [ Guardian
Mame; Birthdate: /[ Name: Birthdavez _J/___/____
Address: (f different than Child's) Hm #: | 1 Address: (If different than Child's) Hm & ([ ]
55 DL #: 558 DL#:
Wh:( 1 Cell #:( 1 Wk 1 Call0:{ 1
Email: Ernail;
Employer: Occupations _________ Employer: Occupation:
Employer Address: Employer Address:
oy STATE e ciry STATE e
if you have orthodentic Insurance coverage for the child, please fill out below:  If you have erthodentic insurance coverage for the child, please fill out below:
Insurance Co. Name: Insurance Co. Mame:
Insurance Address: Imsurance Address:
Gl STATE TP 315 STATE or
ins. Ph: i Insured's D #: Ims. Ph:i 1 Insured’s |D &
Group # [Plan, Local or Policy &k Group # (Plan, Local or Palicy #k
] £ . -
athorization
This office reserves the right to verily the credit status of potential patients andior parents of patients prios to extending credit for treatment fees and may, st the discretion
of this aMice, uie ihe services of one or more credit reporting services. I this office accepts Insurance, | und d that | am responiible for payment of services rendered and

d alse responsible for paying any co-payment and deductibles that my insurance does not cower. | hereby authorize the dentist (o release all information necessary to secure
the payment of benefits. And | assign directly to the doctor all insurance benefits atherwise payable to me. | further authorize the use of this signature on all my Insurance
submissions, whether manual or electronic.

b

SIGNATURE OF PARENT OR GUARDIAN DATE

B S /



4 AP\ | R /)
| Medical History

What are the main concerns that you would like orthodontics to accomplish? Has the child experienced any of the following medical problems?
¥ N Abnormal Bleeding ¥ N Hearing Impairment
¥ N ADD/ADHD ¥ N Heart Murmur
¥ N AIDSMHIV+ ¥ N Hemophilia
Has your child ever been evaluated or had orthodontic . ¥ N AnyHospital Stays'Operations ¥ N Hepatitis
treatment before? Y ON | v N AnificialBonestioints/Valves Y N Kidney Problems
Have there been any injurles to the face, mouth, teeth or chin? Y [N ¥ N Asthma ¥ N Liver Problems
Y N Cancer ¥ N Mitral Valve Prolapse
Does the child require antibiotics before dental treatment? Oy [ON
e ¥ N Congenital Heart Defect Y H Prosthetics
Have adenoids or tonsils been removed? ay ON ¥ N Convulsions ¥ N Rheumatic Fever
[roes your child have any missing or extra permanent teeth?  [JY  [ON ¥ N Diabetes ¥ N ScarletFever
¥ N i
Has the child ewer had any pain/tenderness in his/her EER i
jaw joint (TMITMDN Oo¥y [ON ¥ N Handicaps/Disabilities Y N Tuberculosis (TB)
Does the childbrush teethdally? (1Y [IN  Flossdailyy 0¥ CIN Has the child ever taken any diet pills such a5 Phen-Fen? Oy OwN
Child's Physician: [Also known as Redux or Pondimin) If so, when?
Are the child's immun rrent?
Pl : g palt Would like to di mu::l:: ith the Dector in private? S: ;"
Yo to disouss g with the af in private N
Is the child currently under the care of a physician? oy ON
Please list any serious medical problems the child has had:
Has puberty begun? Oy OMN
GIRLS: Has menstruation begun? O¥Y [ON
Indicate the child’s current physical health: [ Good [ Fair [ Poor
. Please list all drugs that the child is currently taking:
—_— Daoes/did the child have any of the following habits?
¥ N BreastFed Y M HNursing/Botthe Habits
Does your child have allergies to any of the following? ¥ N Cenching/Grinding Teeth Y N SpeechProblems
¥ N LipSucking/Biting ¥ H Thumb/Finger Sucking
Lat L) L] Mickel/Metal Y N P
= 0¥ O s i matle. OV ON | v N stouthBresther ¥ N Tongue Thrust
Please list any other allergies that the child may hawe: ¥ MW Mail Biting Y N Pacifier Usage
I List any musical instruments played: =

eeding the standards of infection control mandated by OSHA, the CDC and the ADA.

) I understand that the information | have given is correct to the best of my knowledge, that it will be held in the strictest confidence and that it is my
respongibility to inform this office of any changes in my child's medical status. | authorize the dental staff 1o perfarm the necessary dental/orthodontic
services that my child may need.

SIGNATURE OF PARENT OR GUARDIAN

5 S . A
ICE USE ONLY

I have verbally reviewed the medical’dental information above with
the parent/guardian and patient named herein.

Doactor’s C

nis:

| History Update

Has there been any change in your child's health status since their lastvisit! OY OM
If yes, please explain: _

PARENT/GUARDIAN SIGNATURE

DOCTOR SIGNATURE
Has there been any change in your child's health status since thelr last visit? OY ON

If yes, please explain: PARENT/GUUARDIAN SIGHATURE

DOCTOR SIGNATURE
ksl DATA, INC, (B0 854-T470 Eut




