





D  About Your Child

Today's Date: / /
Child's Name:

Last First M1
Child's Nickname: O Boy O Girl
Child's Social Security #
Child’s Birth Date: / / Age
School: Grade:
Child's Home Phone #: ( )

"hild's Address:

City State Zip

Referred By:

(2 Child's Family Information

Wha is accompanying this child today?

Fuil Name (If Other than Parent)
Mother's Name:

Relation to Child

OStepmother O Guardian

Home Address/City/State/Zip
) ()
Home Phone # Work Phone #

Mother's 55 #  Date of Rirth Driver's License ##

Employer's Name
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Father's Name:

QO Stepfather O Guardian

.

Home Address/City/State/Zip

Father's SS# Date of Birth Driver's License #

Fmplover's Name

infants, Children, Teenagers, Handicapped

4330 Hwy. 78 East = Suite 121
Jaspar, Alabama 3551

Phone: (205} 384-9104
Fax: (205) 384-8102

3 Insurance Information

Prima ental Ins
Co. Name:
Tnsured's SS#:
Tnsured's Name:
Relation:

Date of Birth:

[nsured's Employer:

Secondary Dental Insurance

Co. Name:
Tnsured's S5#:
Tnsured's Name:

Relation: Date of Birth:

Insured's Employer:

@ Permanent Account Information

Permanent Contact Telephone #

i o} Pa : { Copy of Insurance Requi

Private Insurance
Medicaid #
Self Payment

[ hereby authorize assignment of my insurance rights and benefitg
Hirectly to the provider for services rendered. I fully understand I am

Eolely responsible for any balance not paid by my insurance company
Initials




(B  Child's Dental Information
Why did you bring the child to the dentist today?

Previous Dentist:

City State

©®  child's Medical Information
Please list all drugs that the child is currently

taking

[s child allergic to any medications or materials?

Please describe the child's current physical health:
O Good O Fair O Poor
Child's Primary Physician:

Approximate Date of Last Medical Exam:

e

O,

[ understand that the information that I have given ig
Correct to the best of my knowledge, that it will be held in
the strictest of confidence and it is my responsibility td
nform this office of any changes in my child's medica
status, I authorize the dental staff to perform any
hecessary services needed during diagnosis and treatment

[THE PARENT OR GUARDIAN WHG ACCOMPANIES THH
CHI.D IS RESPONSIBLE FOR PAYMENT AT THE TIME
OF SERVICE.

I HAVE RECEIVED A COPY OF THIS OFFICE'S
NOTICE OF PRIVACY PRACTICES.

(@ Child’s Medical History

Poes child have or ever had any of the following diseases,
medical conditions or procedures?

Heart Murmur

Requires Antibiotic Pre-med
Rheumatic Fever

Artificial Heart Valves
Congenital Heart Defect
Scarlet Fever
Surgeries/Operations
Cancer/Tumors
Chemotherapy

Hearing Problems
Asthma/Difficulty Breathing
Leukemia/Anemia
Diabetes/Hypoglycemia
Hemophilia

Abnormal Bleeding

Cleft Lip/Palate

High/Low Biood Pressure
Hepatitis

Artificial Bones/Joints/Implants
Liver/Kidney/Organ Problems
HIV+/AIDS/ARC
Tuberculosis T8

Psychiatric Problems

Hyper Active/ADD
Fainting/Seizures/Epilepsy
Cerebral Palsy
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Please list any other medical condition{s) child has er
pver had:

Office Use Only
T have reviewed the medical/dental information with the parent/guardia
and patient nared herein

Signature of Parent or Guardian Date

Initials Date
Medical History Update
Initials Date  Comments
Iritials bate

Comments



