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 preventive care. We strive to teach good oral
care that will enable your child to have a beautiful smile that lasts a lifetime.
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Hus l‘he child ever qul any of lhe
following medical problems?

Why did you bring the child to the
dentist today?
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Please describe the child’s current physical health:

discuss with the Doctor
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b Please discuss any serious medical problems that the
Bl child has had:

Please list all drugs that the child is currently taking:

Does / did the child have any of the
inlluwing habits?
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Aside from items listed below, list all drugs/things the child is allergic to:
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Qur office is HIPAA :urnphunf and is committed to meeting or exceeding the 5'rundurd5 of infection control mandated by OSHA, the CDC and the ADA.

I affirm that the information | have given is correct to the best of my knowledge. It will be held in the strictest confidence and it is my responsibility to inform this office of any changes in
my child's medical status. | outhorize the dental staff to perform the necessary dental services my child may need.

My method of payment will be:

Signature of porent or guardian Dote

| certify that my child is covered by Insurance Co. and | assign directly to Dr.
all insurance benefits otherwise payable fo me. | understand that | am responsible for payment of services rendered and also responsible for paying ony co-poyment and deductible that
my insurance does not cover. | hereby authorize the dentist to release oll information necessary to secure the payment of benefits. | authorize the use of this signature on all my insurance
submissions, whether manual or elecironic.
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