 ChildsHome # ()

 How of‘ren does your‘ chsld brush7

- NEWPATIENTFORM-CE™D

. Pagelofd

VILLAGE DENTAL CENTER

We wouid hke to we!come you cnd your ch:!d to our off:ce Our goal is ’ro make every ch;ld‘s vsss?
pleascm’ and educa‘homi Our practice is based on prevem‘we care. We sfrwe to Teach good oml

. F?TELL us ABOUT vouez CHILD o

- Name:__

. Insur'cmce Co

fB!rThdaTe ’: ; AQe .

M F 5choo!/6rede

o ‘Insuranc.e Address

i care ’rhc'r will encb{e your chnld o have a beauhful smlie that |asfs a hfehme L

. :“DENTAL INSURANCE

. Pr'lmary Denfa/ Insurance f

k ";‘Gr'oup/Pohcy #

o Insur'ed s Name

 Mother's Name_

| ~emptoyer‘

i‘MofHer‘s‘Wk# ( ) ;‘

7,'~""‘,FaThersName -
. kFaTher‘s Wk#( ‘)

- ';"iWhom may we Thank for' r‘efer’rmg you’> ‘,

I,ns‘uranc,e Address: ;

'V.Secono‘ary Dem‘a/ Insur'ance: - o

‘ Insumnce. o

;"”‘PérScih‘Responsib‘le for Account:

~ Billing Address:_____

’ ‘Why dld you bmng your chiid to The denhs? Today"

~ Group/Policy #___

. "‘f‘Insu‘r"‘ed’s‘ Name':' .
: 'Insured's SS#

'.Aaouwoua CHILD‘S DENTAL HEALTH o

: Has your ch:!d ever had a semous/ dn‘ﬁculf prob!em assocxm‘ed wth pr'awous dem'al ‘i‘rea’rmenf‘) '

‘Has your chxld ever had qny pam/fenderness in the ’rhe JC(W JOlhT (TMJ )7

- Is this your child's first visit? _Lf not, How !ong since The 1csT exammaﬁon"

‘What was done at ’rha’r time?_

_ Does h,e/Sh‘e ﬂ'pss? ~

 Does your chdd have a habit of Thumb/ fmger suckmg?
~ Does your chﬂd’s gums bleed when he/she br"u’s,heys? 2




NEW PATIENT FORM- CHIT ™ . ~ ' ~ Page2of2

HAS YOUR CHILD EVER HAD ANY OF THE FOLLOWING DI;SEASES‘OR MEDICAL DIFFICULTIES?

Please circle

Y N Heart Attack/Stroke Y N Psychiatric problems

Y N Cancer/Chemotherapy Y N Epilepsy/ Seizures/ Fainting
Y N Heart Murmur . Y N Diabetes/ Tuberculosis

Y N Rheumatic Fever Y N Drug/Alcohol abuse

Y N HIV+/AIDS Y N Venereal Disease

Y N Heart Surgery/Pacemaker Y N Hemophilia/Abnormal bleeding
Y N Shingles - Y N Ulcers/Colitis

Y N Mitral Valve Prolapse Y N Conge’nifal Heart Defect

Y N Kidney problems Y N Anemia/Radiation Treatment
Y N Artificial Joints Y N Asthma/ Arthritis

Y N Artificial Valves Y N Difficulty Breathing

Y N Sinus Trouble Y N Recent Hospitalization

¥ N High/Low Blood Pressure Y N Hepatitis/ Liver Disease

Y N Fever Blisters ~ Y N Blood Transfusion

Y N Severe/Frequent Headaches YN

'Emphysema/Glaucoma

List any other
conditions

‘IS YOUR CHILD ALLERGIC TO: ¥ N Penicillin ¥ N Codeine Y N Latex
Y N Aspirin Y N Dental Anesthetics Y N Erythromycin YN Other
Please List

I understand that the information that I have given today is correct o the best of my knowledge.

I 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. I authorize the dental staff
to perform any necessary dental services with my informed consent that I may need during diagnosis
and freatment.

Signature (Parent) ; ; : Date



