WELCOME

We would like to welcome you and your child to our office. Our goal is to make every child’s visit
pleasant and educational. Our practice is based on preventative care. We strive to teach good oral
care that will enable your child to have a beautiful smile that iasts a lifetime.

1. Tell Us About Your Child
Today’s Date:

Child’s Name:
LAST FIRST M
Nickname: {J Male [0 Female
Child’s Birthdate: Child’'s Age:
School: i Grade:
Child’s Home #: SSi#:
Child’s Home Address:
CITY STATE ZIP

4. Person Responsible for Account
Name: Relation:

Billing Address:

city STATE Zip
WK#: Ext HM#:

Employer

DL#: SS#:

Who is responsible for making appointments?

Name:

WK#: Ext HM#:

2. Who is accompanying the child?

Name: . Relation:

Do you have legal custody of this child? OO Yes (0 No

Who may we thank for refering you?

Other family members seen by us:

Previous / Present Dentist:
(Piease Circle)

Last Visit Date:

[J Singte [J Widowed

Parent’s Marital Status: O Married [ Divorced {1 Separated

3. Mother’s Information: (01 Step Mother O Guardian)

Name:

Wki: _Ext: HM#:

Employer:
SS#: DL#:

Father’s Information: (o step rater O Guardian)

Name:

WK#: - Ext _____ HM#
Employer:

SS#: DL#:

5. Primary Dental Insurance

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone#:

Group#(Plan, Local, or Policy #):

Insured’s Name:

Retationship to Patient:

Insured’s Birthday: &SS#:

Insured’s Employer:

Orthodontic Coverage? (1 Yes {1 No

Secondary Dental Insurance

Insurance Co. Name:

Insurance Co. Address

Insurance Co. Phone #:

Group#{Plan, Local, or Policy#):

Insured’s Name:

Relationship to Patient:

Insured’s Birthday: &ssi#:

insured’s Employer:

Orthodontic Coverage? U] Yes O No




6. Why did you bring the child to the
dentist today?

Has the child ever had a serious/difficult problem
associated with previous dental work? ] Yes [} No
Is the child’s water fluoridated? [ Yes J No

Is the child taking fluoridated supplements? [ Yes (J No
Has the child ever had any pain/tenderness in their

jaw joint (TMJ / TMD)? [ Yes 1 No

Does the child brush their teeth daily? [J Yes ) No
Floss their teeth daily? L[] Yes 0 No

7. Has the child ever had any of the
following medical problems?

Y N Heart Murmur Y N Congenital Heart Defect
Y N Cancer Y N - Convuisions/Epilepsy
Y N Diabetes Y N Abnormal Bleeding

Y N Rheumatic Fever Y N Hearing impairment

Y N HIV+ /AIDS Y N  Any Operations

Y N Hemophilia Y N Any stays in a hospital
Y N Asthma Y N Kidney/Liver Problems
Y N Hepatitus Y N Handicaps/Disabilities
Y N Tuberculosis(TB) Y N  Allergies to any drugs

Child’s Physician:

Phone #: Date of last visit

Is the child currently under the care of a physician?(1YesCINo
Please describe the child’s current physical health:

0 Good (] Fair {J Poor

Please discuss any serious problems that the

child has had:

Please list all drugs that the child is currently taking:

o]

. Does the child have any of the
following habits?

N Thumb / Finger Sucking
N Lip Sucking / Biting

N Nail Biting

N Nursing Bottle Habits

< <X < <

Please list all the drugs that the child is allergic to:

Our office is committed to meeting or exceeding the stan-
dards of infection control mandated by OSHA,
the CDC and the ADA.

9. 7o the best of my knowledge, the above information is complete and accurate. | accept full financial responsibility for the treatment performed by this
office. | authorize release of all information related to my services to my insurance company. Insurance forms will be completed as a convenience to the patient,
however, payment to the doctor is expected at the time services are rendered, unless other arrangements are made in advance. If collection proceedings become
necessary, | will be responsible for all cost incurred (35% of balance for collection agency and any and all court costs). In addition, my signature on this form
is acknowledged authorization for Dr. Melloh or his representative to seek a credit report if credit is extended. | also authorize the dental staff to perform
the necessary dental services my child may need.

Signature of parent or guardian Date

OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY

I verbally reviewed the medical/dental information above with the parent/guardian & patient named herein.
Initials: Date:

Doctor’s Comments:

Medical History Update

Date: Signature: Comments:

Comments:

Date: Signature:




