
WELCOMEl WE D LIKE TO GET TO KNOW YOUR FAMILY BETTER
 

Th is"Personal information of your ch'ld will help us give him/her our besl professional help, All Information on this form is
 
for our records only and wi! be considered confidenlial.
 

Are yoU' aware or your child having any partkular dental problems? ~ _
 

Is your chHd having any disf;,omforl or pain?
 

Is this your child's irSlvisitlo the denlisl? _ If not, how long since last examinalion? _
 

What was done for your chnd at tha time? _
 

Please indicate any serious lIIness or medical problems thai you feel we should know about your child (i.e. Rheumatic 

rever, diabeles, any he'a.rt problems. bleeding problems, SIc.) 

Is your childal erg c 10 any of lhe following medications? 

o PenIcillin o Codeine o Aspirln 

o Novocaine o Aneslhelics o Olher drugs 

Who is your child's physician? _ 

The da e of your child's last medical check-up: _ Is your child under any medica lreatmentat the 

present lime'? 

Whom may we lhank for recommending our office lo you? _ 

Ch l~d'S name Dale & year of birth _ 

Home address City _ 

Slale Zi:p Home phone _ 

School Grade _ 

Father's name Where does he work? _ Phone 

Mother's name Where does she work? _ Phone _ 

Dental rnsurance? Y N Ins, Company Group ft _ _ 

Aesponsfble person (ff olher Ihan parent) 

PEAMISSIQ FOR TAEATMENi AND f'AOro.uSe OF PAYMENi 
Th1s, Is. to c;.ertl1~ 1 all, I e undmSi9'liKI. con.s nt to Ihe perrorm.ance or any and all procedures. aM'''e tJ5:e or any and lIll d Y9S hal e/e agreed 10 be n'!!cessllJl'f 01 !!.d~lsablll, I 
Iso agree to accept lull mspoo£"r;ibilil~ 10' 1110 I)lll'rneni 01 11.11 lees a~ciate[jwith lhoS8 procedures or o;trugs. and nil cosls InC\lrreclln lhe colleclion ollhO$(I ree. 

OAre _ 
PATI!: T(PAREtlll __----------------------­

DOCTOR __~ 

£lATe 


