We would like to welcome you and your child to our office. Qur goal is to make every child’s
visit pleasant and educational. Our practice is based on preventive care. We strive to teach
1 good oral care that will enable your child to have a beautiful smile that lasts a lifetime.

L
Tell Us Abovut Your Child 4 gy Person Responsible For Account

Name: Relation:

Child’s Name: Billing Address:
FIRST ~ 1]

Nickname: "1 Male " | Female

Child's Birthdate: Child’s Age:

School: Grade:

Child’s Home #: ( S5 #

E-mail Address:
Child’s Home Address: Who is responsible for making appointments?

Name:
wk #: ( Ext: _ Hm#: |

o STATE

Hm #: { ) DL #:

Employer:
Wh #: { ) Ext:___ S5#
b
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2: Whe Is A ing Th i ? —~ "
© Is Accompanying The Child Today 5 . Primary Dental Insvrance

Name: Relation: I Insurance Co. Name:
Do you have legal custody of this child? ] Insuronce Co. Address:
Whom may we Thank for referring you? Insurance Co. Phone #: (___ )

Other family members seen by us: Group # (Plan, Local, or Policy #):
Policy Owner's Name:

Previous / Present Dentist: Relationship to Patient:
Last Visit Date; Policy Owner's Birthdate:__/  /  ID#:

Parent’s Marital Status: g ‘::?: " Z:\"‘i‘r’:’;‘l : _ ::;:';ﬁ Policy Owner’s Employer:
Employer's Address:
Orthodontic Coverage? [l¥es [ No
[ | Mother’s Information: [ SepMother 7 Guardian Secondary Dental Insurance
Name: Birthdate: __/ /
Email Address:
Hm #: { ) Cell #: (
Employer: Wh #:( )
SS & DL #:
| Father’s Information: [ skpFaher T Guordion Policy Owner’s Name:
Nome: Birthdate: _ /  / Relationship to Patient:
Email Address: Policy Owner's Birthdate:__/ / ID#;
Hm #: ) Cell & | Policy Owner’s Employer:

Employer: Wk #: { ) Employer’s Address:
SS#: DL #: Orthodontic Coverage? [1Yes "1No

Insyrance Co. Name:

Insurance Co. Address:
Insurance Co. Phone #: | ]
Group # (Plan, Local, or Policy #);




e
__6- Why did you bring the child to the ] Has the child ever had any of the
dentist today? fellowing medical problems?

Dicbetes

Handicaps / Disabilities
Hearing Impairment
Heart Murmur
Hemophilia

Hepatitis

HIV+ / AIDS

Kidney / Liver Problems
Rheumatic / Scarlet Fever
Sickle Cell Disease / Traits
Tuberculosis (TB)

Abnormal Bleeding Y
ADD/ADHD

Allergies to any drugs

Any Hospital Stays

Any Operations

Artificial Bones / Joints /

Has the child ever had o serious / difficult problem asseciated with
previous dental work? L] Yes CJ No

Is the child’s water fluoridated? [J Yes [ No

ZZZZZ2Z

Asthma

Cancer

Congenital Heart Defect
Convulsions / Epilepsy

Has the child ever had any pain / tenderness
in his / her jaw joint (TMJ / TMD)? [ Yes [ Ne

Does the child brush his / her teeth daily? "1 Yes [J No
Floss his / her teeth daily? [J Yes [ No
Child’s Physician:
Phone #: { } Date of Last Visit:

Is the child currently under the care of a physician? [ Yes

ZZZZZ2ZZ2Z2ZZ2Z2=Z

Y
Y
Y
Y
Is the child taking fluoridated supplements? [J Yes [1 No ; Valves :
Y
Y
Y
Y

ZZ=2Z=

Please discuss any serious medical problems thot the child has had:

Please describe the child’s current physical health:
[0 Good [JFair [ Poor

Has your child ever taken Fosamax, or any other bisphosphonate? [ Yes [ No Does/did the child have any of the
Has your child ever taken Phen-Fen? U Yes [J No following habits?

Y N Lip Sucking / Biting Y N Nursing Botile Habits
Please list ol drugs that the child is currently taking: Y N Nail Biting Y N Thumb / Finger Sucking

' Our office is HIPAA Compliant and is committed |oin;tﬂéieting A1
or exceeding the standards of infection control mandated
by OSHA, the CDC and the ADA.

Please list all drugs/materials that the child is allergic fo:

Neighbor or Relative not living with you.

Name: Phone: {___)
Address:

lotex? ] Yes (TNo  Metals/Nickel? [ Yes ONo  Plostic? 0 Yes [ No

| understand that the information that | have given is status. | authorize the dental siaff to perform the necessary
correct to the best of my knowledge, that it will be held in dental services my child may need.
the strictest of confidence and it is my responsibility to

inform this office of any changes in my child’s medical Signature

The Parent or Guardian who accompanies the child is responsible for payment
at time of service unless prior arrangements have been approved.

OFFICE USE ONLY OffiCE USE ONLY OFFICE USE ONLY OffICE USE ONLY OFFICE USE ONLY

tverbally reviewed the medical / dental information above with Medical History Update

the parent / guardian & patient named herein. 1. Date: Signature:

Commients:

Doctor’s Comments:

2. Date: ___ __ Signature:

Comments:

HAPPY WELCOME FORM #DDS-2€3 www.informsonline.com © 2009 ’nforms 1-800-722-4884




The benefits of a happy, healthy
smile are immeasurable! Our goal is to
help you reach and maintain maximum

ABOUT YOU

E-mail Address:
Name:

LAST FRST L MR MRS WS DR

| prefer to be called: [ Male 1 Female
Birthdate: __/ /  Age: SS#:

Home Address:

AFTCONDO &

Ol Single 1 :{worned Ul Divorced [ ] Widowed
Hm #: { ) Pager / Cell #:
Wh # ) Ext _ DL#
Employer:

Employer’s Address:
How long there?

Where & when are best times fo reach you?
Whom may we Thank for referring you?
Other family members seen by us:
Previguh.';. é&resent Dentist:

SINTE ™

(1 Separated

Occupation:

Lost Visit Date:

SPOUSE INFORMATION

His Name:
Employer:
Wi # { } Ext:___ SS#

Birthdate: __/ /  Driver's License #:
WW

Wk ) Ext: __ Hm#:(___)

Billing Acldress:

Relation: Ss#:
\‘Erfplo\.y/{fmm e

P
Person Responsible for Account: !
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oral health. Please fill out this . - . L
form completely. The better we com- o 2

municate, the better we can care for you.

INSURANCE COVERAGE
Primary
Dental Coverage: [T Yes [ No 1 .l

Insurance Co. Name; -

Insurance Co, Address:

Insurance Co, Phone #: { )
Group # [Plan, Locol or Policy #):
Insured’s Nome: Relation:
insured’s Birthdate: _ /  /  Insured’s ID #:
Insured’s Employer: o
Secondary A
Dental Coverage: [ Yes [1No "';.
Insurance Co. Name: A :
Insurance Co. Address: '
Insurance Co, Phone #: ( J .
| Group # (Plon, Local or Policy #): o R
Insured’s Name: Relation:
Insured's Birthdate: ___ / /  Insured'sID #:
Insured's Employer:
N B L R a T e S
¥ 2 : : = & Yl
In the event of an emergency, is there someone
who lives near you that we should contact?
His / Her Name; Relation: be
Wkt ) Hm#: () e

T W W W a8 ) 1 Py
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MEDICAL HISTORY
Do you have a personal physician?

OYes Mo

Physician's Name:

Phone #: ( ) Date of last visit:

Are you currently under the care of a physicion? OlYes CONo | »
Please explain: 1
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MEDICAL HISTORY continued

Your current physical health is: (] Good [ Fair 3 Poor

Are you tukin? any prescription/over-the-counter or
herbal supplement drugs?

Please list each one:

B Yes OMe

Have you ever token Fosamax, or any other bisphosphonate? [ Yes [ Mo

Have you been told that you snore or hold your breath while
sleeping or wake up gasping for breath?

O Yes [ Ne

Are you pregnant?

Are you nursing?
R i S N W e W T I N W o W B A W O e Wy

O No
(J Ne

O Yes
O Yes

For Women: Are you using a prescribed method of bitth conkral? (1 Yes [ No

Week#:

('

Y N
Y N
Y N
Y N
Y N
Y N
Y N
¥ N
Y N
Y N
Y N
Y N
¥ N
¥ N
Y N
Y N
Y N
Y N
¥ N
Y N
Y N
Y N

Abnormal Bleeding
Alcohol / Drug Abuse
Anemia

Asthrifis

Artificial Bones / Joints / Valves
Asthma

Blood Transfusion
Cancer /Chemotherapy
Colifis

Congenital Heort Defect
Diabetes

Difficulty Breathing
Emphysema

Epilepsy

Fainting Spells
Frequent Headaches
Glaucoma

Hay Fever

Heart Attack

Heart Murmur

Heart Su
Hemophi;ig:w

o € € € = = - =
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~
Have you ever had any of the following diseases or medical problems?

Hepatitis

Herpes / Fever Blisters
High Blood Pressure
HIV+ [ AIDS

Hospitalized for Any Reason
Kidney Problems

Liver Disease

tow Blood Pressure
Mitrol Valve Prolapse
Pacemaker

Psychiatric Treatment
Radiation Treatment
Rheumatic / Scarlet Fever
Seizures

Shingles

Sickle Cell Diseose / Traits
Sinus Problems

Stroke

Thyroid Problems
Tuberculosis [TB)

Ulcers

Venereal Disease

Please list any serious medical condition(s) that you have ever had:

Are you allergic to any of the following?

¥ N Aspirin Y M Erythromycin
¥ M Codeine T N Jewelry
¥ N Denlal Anesthefics Y M lalex

¥ N Metals
Y M Penkillin
T M Tetacycline

Please list any other drugs/materials that you are allergic to:

OFHCE USE ONLY O[]

DENTAL HiSTORY

ol

Why have you come to the dentist today?
K

Do you require anfibiofics before dental treaiment? O Yes I No
Are you currently in pain? [l Yes [ Mo Do your gums ever bleed? [ Yes [T No
Have you ever had a serious / difficult problem associated

with any previous dental work? O Yes O No
Do you now or have you ever experienced pain /

discomfort in your jaw joint {TMJ / TMD)? O VYes £ Neo
Your current dental health is: (] Good [ Fair [ Poar i
Do you like your smile? £ Yes O No
Would you like whiter teeth? (] es C1No  Fresher breath? [ Yes [ No
How many times a week do you floss? adaydoyoubrush?
Type of bristles? [ Soff 0 Medium [ Hard

Do you smoke or use fobucco in any other form? [ Yes [INo |
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understand that the information that | have |
given today is correct to the best of my

knowledge. | also understand that this information
will be held in the strictest confidence and it is my |
responsibility to inform this office of any changes in my
medical status, | authorize the dental sfa(f to perform any
necessary dental services that | may need during diagnosis |/
and treatment with my informed consent,

Signature Date

Payment is due in full at the time of freatment unless prior

arrangements have been apprg

If this office accepts insurance, | understand thot | am responsible for
peyment of services rendered and also responsible for paying any co-
payment and deductibles that my insurance does not cover,

Date

Our affice is HIPAA Compliant end committed fo meefing or exceeding the
standards of infection contral mandated by O5HA, the CDC and the ADA.

Signature

CE USE ONLY OFFICE USE ONLY |
| verbally reviewed the medical / dental information above with the patient named herein. Initials: ___ Date:
Doctor’'s Comments: i I
MEDICAL HISTORY UPDATE -
1. Date: Comments: Signoture:
2. Dote: Comments: Signature:
3. Date: Comments; Signature;
| CIASSICWELCOME  FORM #DDS2A2 __ www.informsonline.com 02012 faforms 18007224884 |
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ABOUT YOU

Today's Date:

Since your last appointment have there been any

Name: — , : changes in your health? If yes, please explain:

Home Address:

Ciry
Home Phone #: 1. s there anything about your teeth, mouth or jow that
Cell #:{ ] concemns you?

IF yes, What?

E-Mail Address:

Employer: 2. Do you have any other concems about foday’s appointment
| that you would like to bring to the doctor’s attention? [1Yes [INo

IF yes, What?

Employer's Address:

ity State

Occupation:
[ Isingle | 'Married | !Divorced [ |Widowed [ |Separated

3. Are you presently under the care of a physician for any
medicol reasons?

If yes, What?

Spouse’s Name:

Physician’s Name;

In the event of an emergency, whom should we contact? Phone #: { ) Date of last visit:

His /Her Name: Relation:

Ph#: [ )

| N S U RAN C E_ I I_\l FO R M_ATI O N 5. Do you have a medical condition (heart murmur, heart defect, i
elc.) that requires antibiotics before dental treafment? I Yes INo
Has any of your insurance information changed? CINo [ Yes IF yes, what prescribed medication hove you loken?
IF your insurance has not changed, please continue onto block 3. How much? What fime?
Dental Coverage? [ |Yes [[1No

Insurance Co. Name:

4. Are you currently taking any medications? If yes, What?

6. Are you allergic to medicine{s) or other product(sf2
If yes, What?

Insurgnce Co. Address:

7. Are you allergic o vinyl, metal or acrylics?

Insurance Co. Phone #: { )
IF yes, What?

Group # [Pian, Local or Policy #):

8. Are you allergic to lafex {gloves, rubber products)?
If yes, What?

Insured’s Name: Relation:
Insured's Birthdate:  / / Insured’s D #:
Insured's Employer:

Employer's Address: | understand the above information and guarantee this form was complefed correctly

,— I hereby authorize assignment of my insurance rights and benefits to the best of my knowledge ‘:‘_"d unde:rstond itis my !'esponsibilily to inform this office
directly to the provider for services rendered. | fully understand | am of any further changes to the information | have provided.

solely responsible for any balance not paid by my insurance company Signature:
{if offered at this office). Please provide any new Primary/Secondary

INIMAL  Insurance cards with fhis form. Date:

FORM #5010A-UPDATE www.informsonline.com © 2012 Faforms 1-800-722-4884




