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                                               DOCTOR OF DENTAL MEDICINE

                                     CHILD INFORMATION SHEET

Patient Name: ______________________/Nickname_____________________ Date of Birth: _______________________________

Father’s Name_________________________Mother’s Name___________________________Parents’ Marital Status:  M D 

Patient’s Address: ______________________________________ City: __________________ State: ________ Zip: ___________

Father’s Address:__________________________________ Mother’s Address:_________________________________________

Home Phone(s):____________/_______________ Work Phone(s):__________________Cell Phone_______________________ 


Mother’s Employer/Address:________________________________________Mother’s Social Security No.____________________

Father’s Employer/Address:_________________________________________Father’s Social Security No._____________________  


Last visit to Dentist:___________________​​​​​​​Name of Dentist :________________________________________________

Has your child ever had a bad experience? (explain)_____________________________________________________

Has the child ever had?

Heart Murmur

     � yes
  � no    Heart Disease                     � yes
  � no    

Radiation Treatment       � yes
  � no    Cancer




      � yes
  � no     

Organ Transplant

     � yes
  � no    Prolonged Bleeding

� yes
  � no

Rheumatic Fever


� yes
  � no    Asthma
      



� yes
  � no

Heart Valve Problems
� yes
  � no
   Kidney Disease
                 � yes
  � no

Joint Replacement

� yes
  � no    Diabetes

      


� yes
  � no

Hepatitis




� yes
  � no    Epilepsy  




� yes
  � no

Thyroid Disease


� yes
  � no    High Blood Pressure

� yes
  � no

Emphysema



� yes
  � no    Arthritis  




� yes
  � no

AIDS





� yes
  � no    Surgery                         
� yes
  � no

Is your child allergic to?

Aspirin


� yes
  � no

Penicillin


� yes
  � no

Novacaine


� yes
  � no

Codeine


� yes
  � no

Latex



� yes
  � no

Other Medication Allergies:

________________________________________________________________

Physician’s Name:__________________________________Phone number:________________________________________

Is your child taking any medications now?    � Yes       � No


     If yes, what are they:_______________________________________________________________________________________

Are you on city water, rural water, or well water?_______________________

What is the best time and place to reach you?_____________________________________

Who may we thank for referring you to this office?__________________________________________________________________
I understand I am responsible for this account regardless of any insurance.  I also understand that my insurance is an agreement between my insurance company and me. I understand that I may be charged a 1.5% finance charge per month (18%annually) if my balance goes beyond 90 days.  
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   HEALTH QUESTIONS/ALLERGIES/MEDICATIONS

















