WIPHILLEY

wd DENTISTRY

PATIENT INFORMATION DATE:
Patient’s DOB: Male or Female
Name/relationship of person responsible for this account: | DOB: Cell #:
Other #:

Address: City: State: Zip:
Name of Employer: Social Security #:
Insurance Info: Insurance ID #:
E-mail: Whom may we thank for referring you?

Why are you here today? [l Exam [JToothache []Decay [ Trauma [ Other

Child’s Physician: Phone #:

Previous Hospitalizations/ surgeries/ serious illnesses/ When?

Does your child have allergies/ sensitivities/adverse reactions to any medications? If yes, please describe

Is your child currently taking any medications? [ Yes [J No (If yes please list)

Has your child ever had any of the following?

Asthma Y/N How often does your child brush?
Handicaps/Disabilities Y /N How often does your child floss?

Respiratory Infections Y /N Is your child’s water fluoridated? Y/N
Fainting Spells Y/N Does your child take fluoride supplements? Y/N
Hepatitis Y/N Does your child:

Diabetes Y/N Suck Thumb/ Finger Y/N
HIV/AID Y/N Suck/Bite Lip Y/N
Rheumatic Fever Y/N Chew Hard Obijects (pencils, etc.) Y/N
Hemophilia Y/N Bite/ Chew Nails Y/N
Heart Problems Y/N Grind Teeth Y/N
Abnormal Bleeding Y/N Clench Jaws Y/N
Brain or Nerve Injury  Y/N

Anemia Y/N Date of Last Dental Visit:

Convulsions/ Epilepsy Y /N

Has your child had difficulty with previous dental visits? (If yes, please explain)

Guardian Signature: X
| certify that | have read and understand the above information. To the best of my knowledge, the above questions
have been accurately answered. | understand that providing incorrect information can be dangerous to my health.




