
FIpoIEHEAD Fnnauy DeNTISTRY Patient Registration Form

DATE

NAME

SPOUSE

ADDRESS

CITY STATE ZIP

HOME PHONE NO. CELLNO

BIRTHDATE AGE MALE FEMALE

MARRIED SINGLE DIVORCED WIDOWED

SOCIALSECURITY NO.

DATE

ADDRESS

CITY STATE ZIP

HOME PHONE NO.

BIRTHDATE AGE MALE FEMALE

scHooL GRADE

SOCIAL SECURITY NO.

DENTAT INSURANCE COMPANY

GROUP NO.

EMPLOYER

DATE OF BIRTH DATE EMPLOYED

UNION OR LOCAL NO.

EMPLOYEE NO.

EMPLOYEE SOCIAL SECURITY NO.

DENTAL INSURANCE COMPANY

GROUP NO.

EMPLOYER

DATE OF BIRTH DATE EMPLOYED

UNION OR LOCAL NO.

EMPLOYEE NO.

EMPLOYEE SOCIAL SECURITY NO.

NAME OF PERSON FINANCIALLY RESPONSIBLE

RELATIONSHIP TO PATIENT

ADDRESS

CIry STATE

EMAIL ADDRESS:

OCCUPATION

EMPLOYER

BUSINESS PHONE NO.

IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT AT OUR
OFFICE?
NAME: RELANONSHIP

REFERRED TO US BY

CITY STATE

PERSON TO CONTACT FOR EMERGENCY

PHONE NO,

ADDRESS

CIry STATE ZIP

CONSENT
I hereby authorize doctor or designated staff to take x-rays, study model, photographs, and any other diagnostic aids deemed appropriate by a doctor to
make a thorough diagnosis of dental needs. Upon such diagnosis, I authorize doctor to perform all recommended treatment mutually agreed upon by me
and to employ such assistance as required to provide proper care.

I agree to be responsible for payment of all services rendered on my behalf of my dependents, I understand that payment is pue at the time ol service unless
other arrangements have been made. In the event payments are not received by agreed upon dates, I understand that a 1 -1 1"/" tinance charge
(18% APR) may be added to my account.

Patient or Responsible Party Date



Youn <hfildos Medfi<afi Hfistony

Your Child's Name

Bifth Date

/

Nickname

Patient Acct. No. Medical Alert

lour Child's Physician: Name Telephone

Address City State _ 7ip

{ l

\ \' ls youi child under thecare of a physician? ........ f l  Yes l: l No

lf yes, please describe

ls your;fild takine any medications? (prescription or over-the'counter) ............. fl Yes lJ No

lf yes, please describe

I
Have you ever been told your child needs antibiotics or premeds before treatment? ............ E Yes U
Any history of Heart Murmur, Rheumatic Fever, Artif icial Joints or Mitral Vatve Prolapse?...... .... ff iV.. FA No

Does your child have any allergic (or adverse) reaction to any medication or other substance? ........... U fes J

lf yes, please list

Are your child's immunizations current? .............tJ Yes lJ No

List Any Hospitalizations, Surgeries, Serious lllnesses When?

No

No

\r
Indicate which of the conditions your child has now ot ever has had. Mark each answer individually.
I
-,  AIDS/HlV posi t ive . . . . . . . . . . . . . . . .  fJ

-
-  Al lergies or Hives . . . . . . . . . . . . . . . .  t r
' . ,  Anemia . . . . . . . - . . . .  f t
'  Asthma . . . . . . . . . . . .  l - I

Behavioral/Learning problem ..... E

Bleeding disorder . . . . . . . . . . . . . . . .  t l

Yes l l No Congenital heaft disease. l l  Yes I No

Yes Ll No Diabetes .... tr Yes tr No

Yes fl No Epilepsy ..... D Yes tr No

Yes tf No Handicaps/Disabil it ies .... D Yes fl No

Yes rJ No Hayfever...... 0 Yes l-l No

Yes fl No Hearing problem tr Yes l-l No

Yes tr  No Heart  condi t ion . . . . . . . . . . . . . . .  D Yes l - l  No

Yes B No Hepatit is A B C(circte) ..tf Yes lf No

Yes E No Kidney/Liver problem ...... Q Yes tr No

Yes O No Latexsensi t iv i tv. . . . . . . . . . . . . . t r  Yes D No

Lung problem Ll Yes

Measles, /Mumps . . . . . . . . . . . . . . .  1 j  Yes

Mononucleosis . . . . . . . . . . . . . . . . . .  lJ  Yes

Nervous disorders t-l Yes

Psychiatric/Psychological ... IJ Yes

Rheumatic/Scarlet fever . .. .. LJ Yes

Sickle cell anemia U Yes

Stomach problem tJ Yes

Tuberculosis . . .  t r  Yes

f.r No

ll No

l-l No

UNo

t rNo
trNP
DNo

I
t r  Not

-*JI
Brain Injury . . . . . .  t r
Cancer. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  rJ

Cerebral  palsy . . . . . . . . . . . . . . . . . . . . .  fJ

Chicken pox . . . . . . . . . . . . . . . . . . . . . . . .  l : l

ther?..... E Yes U No Please specif,T

questions to the best of my knowledge. Should further information be needed, you have my permission to ask my respective health care provider

Signature of Parent/Guardian

Dentist's Review

Date

Dentist's Signature Date



, , , . ,  r^ , , . ,1 ' . ,  '  ,1 ' ' i ,  1, .

,i "1"' . : "-'i ;
#'''V@utr Chfiildus Dcntal Hfistony and Habfits
11.,,.,,,,,. Y/ W \;Y V. lJ&vPA

\' ,r  Your Child's Name -. Nickname

Welcome! So thart we tnay provide your child with the best possible care, please complete both sides of this dental/ nredical

history form. Al l  infon'nat ion is completely conf ident ia l .  Please be sure to answer indiv idual ly any yes or no quest ions

What is the reason for your v is i t  today?

, i
- \

Telephone

City State _ Zip

ls yor-rr  chi lc l 's  water f luor ldated?.. . . . . . . . . . . .  tJ Yes U No

Does your chi ld have any dental  problems now? . . . . . . . . , , . . .  U

Last dental  c leaning Last fu l l  mouth x-rays

Floss? Do you assist?

Does your chi ld take f luor ide supplernents?

Yes U No l f  yes,  p lease descr ibc

. . . . . . . . . . . .  iJ

. . . . . . . .  u

YES

YCS

UNo

iJ No

How do you think your chi ld wi l t  do? . . . . . . . . . . . . . . .  U

Has your chi ld had dif f iculty with previous dental visi ts?... . . .  l - .1

Has your chi ld complained about dental  problems?.. . . . . . . . . . . . .  U

Has your chi ld ever worn orthodont ic appl iances? . . . . . . . . . . . . . . .  lJ

Good U Fair

Yes lJ No

Yes U No

Yes LJ No

U Poor

l f  yes,  p lease descr ibe

l f  yes,  p lease descr ibe

l f  yes,  p lease descr ibe
,|y

iY

+,r$r Are anv of vour chi ld's teeth sensit ive to:

Hot or cold?.. . . . . . .  I  Yes lJ No Sweets? . . . . .  .  U

Does your child engage in:

Sr lcking thumb or f ingers? U Yes U No

Bit ing or sucking l ips or cheeks? .  . .  . .  LJ Yes U No

Grincl lng teet l r?. . . . . . . . .  U Yes lJ No

Mor-r th breathing?.. . . . . . . . . . . .  . . . . .  t l  Yes lJ No

Yes tJ No Bit ing or Chewing? . . . . . IJ Yes J

Chewing or bi t ing f ingernai ls? lJ Yes Ll

Chewing hard objects (e.9. ,  penci ls)?. . . . . . . . .  I  Yes J

Clenching jaw?.. . . . . . . . . . . . . . . .  LJ Yes J

Nursing bott le or paci f ier  habi ts?. . . . . . . . .  U Yes Ll

NO

No

No

No

Do your chi ld 's gums bleed or hurt? . . . . . . . . , . - , . . . . . . . . . . . . . .1J

Does your chi ld have any pain or tenderness in the jaw joint,  ear, side of face? .. . . . . . . . . . . . . . . . . . . ' .  J

Do you have any special concerns about your chi ld's dental health? J Yes U No l f  yes,

Yes -.t No

Yes l- l  No

! ! )  PRiDE PUBLISHING, LTD, FOBM 01 8 (06/04)

please descr ibe

1.800.925.2600
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