Child Health/Dental History Form AL

American Dental Association

v www.ada.org
Patient's Name Nickname Date of Birth
LAST FIRST ~INIMAL
Parent’s/Guardian’'s Name Relationship to Patient
Address
PO OR MAILING ADDRESS cry _S_TATE ZIP CODE
Phone Sex MQ FU
Home Work Mobil
Have you (the parent/guardian) or the patient had any of the following diSeases or ProbIEBMIS? ........iivocuiiiiciii it dYes WNo
1. Active Tuberculosis, 2. Persistent cough greater than a three-week duration, 3.Cough that produces blood?
If you answer yes to any of the three items above, please stop and return this form to the receptionist.
Has the child had any history of, or conditions related to, any of the following? ........... sisr e T T O Yes 0O No
3 Anemia A Cancer U Epilepsy QA HIV +/AIDS J Mononucleosis O Thyroid
1 Arthritis A Cerebral Palsy U Fainting W Immunizations U Mumps J Tobacco/Drug Use
U Asthma 1 Chicken Pox 1 Growth Problems Q Kidney U Pregnancy (teens) J Tuberculosis
1 Bladder 4 Chronic Sinusitis 4 Hearing Q Latex allergy O Rheumatic fever U Venereal Disease
U Bleeding disorders 1 Diabetes U Heart J Liver U Seizures 1 Other
U Bones/Joints U Ear Aches ' Hepatitis U Measles U Sickle cell
Please list the name and phone number of the child’s physician:
Name of Physician Phone

Child’s History es No

C

1. Is the child taking any prescription and/or over the counter medications or vitamin supplements at this tME? .....oveeveieeveee e 1
If yes, please list:

2. Is the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain: 2. Q
3. Is the child allergic to anything else, such as certain foods? If yes, please explain: 3. Q
4. Has the child ever had a serious iliness? If yes, when: Please describe: 4. 4
5. Has the child ever been hospitalized? If yes, why: 5 Q
6. Does the child have a history of any other ilinesses? If yes, please list: 6. 0
7. Has the child ever received a general anesthetic? ................ oy Her )
8. Does the child have any inherited problems?...... .. 8. 0Q
9. Doesithe ehild have dny Speech TiffiCUIEST v inmvann s svvnmmvms o s e (s s T e v v 9. Q
10. Has the child ever had @ DIOOG traNSIUSIONT. ........iiiii ittt et et et e et e et e et s et et e e ehe e et e et e e bt e e e et e e bt e et e ets e ete e b e nes 10. Q
11. s the child physically, mentally, or emotionally impaired? If yes, please describe: 11. Q
12. Does the child experience excessive DIEEAING WHEN CUL? ......iiiiiiiiiiiiie et e et e et e it et et e e et e bt s et e iteanes 12. Q
13 |s the chila turrently being tredted fof any lNBSSEST iuinmavmvimarsn v v o s vee oy i v st o s e i i e s 13. Q
14. Is this the child’s first visit to a dentist? If not the first visit, what was the date of the last dentist visit? Date: 14, 0
15 Has the child-had any problem with dental treatment inthe PASE? .. smivimin s asieiimsrvmme iy e aiass v avsiiaavias 16. Q
16. Has the child ever had dental radiOQraphs (X-TAYS)? .. . uei i ittt ee et e et bt e e et et b e et e e e e et e et s e et e et ettt e ee e e e te e e teeete e s es e eeeeae 16. Q
17. Has the child ever suffered any injuries 1o the Mouth, head OF tEEINT ........oiiiiii e 17. Q
18. Has the child had any problems with the eruption or Shedding Of TEEENT ..o bttt s e ettt e e 18. Q
19. Has the child had any OrthOTONTIC FEAIMENTT? .. ... .ottt ettt sttt et e et e e et e et e e s ae st e e set et e e seseete s reeeeeeee e 18. Q
20. Does thechild:susk his/her thumb, NG G PAGIIGIT. .oivmmvansinmvimmmmmisme i s v i T s b s i 20. Q
21. Q4

22. What toothpaste is used?
23. What type of water does your child drink? 1 City water 1 Well water U Bottled water 1 Filtered water
24. How many times are the child’s teeth brushed per day? When are the teeth brushed?
25. At what age did the child stop bottle feeding? Age Breast feeding? Age

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my
satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or
omissions that | may have made in the completion of this form.

Parent’s/Guardian’s Signature Date

d
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For completion by dentist
Comments

For Office Use Only: 1 Medical Alert 1 Premedication 2 Allergies 2 Anesthesia  Reviewed by
Date




Spouse or Responsible Party Information
The following is for: [ the patient's spouse D the person responsible for payment

Name: _ _
OMale OFemale OMarried OSingle OChild O Other
Social Security #: Birth Date:
Phone (Home): {(Work): Ext: Best time to call:
Address:
Strest Apariment #
City i Stale _ Zip Code
Employment Information
The following is for: [ the patient 3 the person responsible for payment
Employer Name; Occupation:
Address:
Strest City State Zip Code
Insurance Information
Primary
Name of Insured: Is insured a patient? O Yes O No
Last First M
Insured's Birth Date: ID #: Group #:
Insured's Address:
Strest City State Zip Code

insured's Employer Name:
Address:

Street City State Zip Code

Patient's relationship to insured: O Self O Spouse 0O Child O Other,

Insurance Plan Name and Address:

Secondary
Name of Insured: Is insured a patieni? O Yes O No
X Last First M
Insured's Birth Date: ID #: Group #:
Insured's Address: — - - T
Insured's Employer Name:
Address:
State Zip Code

Street City
Patient's relationship to insured: O Self O Spouse DO Child O Other
Insurance Plan Name and Address:

Consent for Services
As a condition of your treatment by this office, financial amangements musl be mede in advance. The practice depends upon reimbl
financial responsibilily on the part of each patient must be determined before treatment.
All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are performed.
Palients who carry dental insurance understand that all dental services furnished sre charged directly o the patient and that he or she Is personally responsible for payment of all dental services. This
office will help prepare the patients insurance forms or assist in making collections from insuranca companies and will cradit sny such collections to the patient's account. However, this dental office
cannot render services on the assumplion thet our charges will be paid by an insurance company.
A service charge of 1%% per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously written financial arrangements are satisfied.
1 understand that the fee estimate listed for this dental care can only be extended for a peried of six months from the date of the patient examination.
in consideration for the professional services rendered to me, or 81 my request, by the Doclor, | agree to pay therefore the reasonable vaiue of said services to said Doctor, or his assignee, 8t the time

reasonabie value of said services shall be as billed uniess objected to, by me, In writing,

said services are rendered, or within five (5) days of billing if credit shall be exiended. | further agree that the :
within the time for payment thereof. | furiher agree that a waiver of any breach of any time or condition hereunder shall nol constitute & waiver of any further term or condition and | further agree to pay

all costs and reasonable attorney fees if suil be instituted hereunder.
1 grant my permission 1o you or your assignee, 1o telephone me al home or at my work to discuss matiers related Lo this form.
| have read the above conditions of treatment and payment and agree to their content.
Date: Relationship to Patient:

1L from the pati for the costs incurred in their care and

Signature of patient, parent or guardian
) Date: Relationship to Patient:

Sianature of Euaranior of Eamenvrwsibte ﬁﬂ
R TSI




