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0 2064 Wisconsin Denil Asrociation
(RG] 2434675

welcome

Patient's Name

PATIENT NUMBER
e e )

Age Date

DateofBith i Male 2 Female

Lasl First

If Child: Parent's Name

How do you wish to be addressed

Single 3 Married 1 Separated 3 Divorced 3 Widowed 3 Minor

Residence - Street

City State Zip
Business Address

Telephone: Res. Bus.

Fax Cell Phone &

eMail

Patient/Parent Employed By

DENTAL INSURAMNCE

IST COVERAGE

Employes Nama Date of Birth

Employer Name ¥rs.

Name of Insurance Co. —
Address

Telaphone
Program or policy #
Social Security No.
Union Local or Group

DENTAL INSURANCE

2ND COVERAGE

= Employee Name Date of Birth
Present Position Employer Name Yrs.
How Long Held Mame of Insurance Co.
Address
Spouse/Parent Name
Telephone
Spouse Employed By Program or policy #
,, Social Security No.
Present Position Union Local or Group
How Long Held I = e e —————
CONSENT:

Who is Responsible for this account

Drivers License No.

Method of Payment:  Insurance ' Cash'Q Credit Card '
Purpose of Call

Other Family Members in this Practice

| consent (o the diagnostic procadures and treatment by the dentist necessary for
proper dental care.

| consent 1o the dentist's use and disclosure of my recosds (or my child’s records) to
camy out treatment, to obtain payment, and for those aclivities and health care oper-
afions thal ane related o treatment or payment.

| consent 1o the disclosure of my records (or my child's records) to the following per-
sons who are invalved in my care (or my child's care) or payment for that care,

Whom may we thank for this referral

Patient/parent Social Security No.

Spouse/Parent Social Security No.

Someone to nofify in case of emergency not living with you

My consent to disclosure of records shall be effective unil | revoke it in writing.

I guﬂmﬂzabﬁr;nent directly to the dentist or dantal group of insurance benefits other-
wise pa me. | understand that my dental care insurance camier or payor of
my dental benefits may pay less than the actual bill for senvices, and that | am finan-
caglly res e for payment in full of all accounts. By signing this statement, |
revose all previous agreements to the contrary and agree to be responsible for pay-
ment of services not paid, by my dental care payor.

| attest to the accuracy of the information on this page.
PATIENTS OR GUARDIAN'S SIGNATURE

DATE

REGISTRATION



£ 2007 Wiscoursin Dental Association
{80 243-4673
PATIENT NUMBER
L e i S s )
Patient’s Name

welcome

Lt First Iretiad Michrams Dite of Blrth
Parent’s Guardian's Name
DENTAL HISTORY - CIRCLE THE APPROPRIATE ANSWER COMMENTS
1., Is this your chikl's first visR to.a demlBl?. ..o o e s s sr s e s aies e s YES NO
2. If not, how long since the last visit to the dentist?
3. Were any x-rays or radiographs taken when your child previously visited the dentist? .. YES NO
4. Does your child eat between meals? .. ....iviviiviiiinioiiie i iiisinnivienis YES NO
5. Does your child eat sweets, such as candy, soda pop, chewingqum? ............... YES NO
6.

When does your child brush hisfher teeth?
O Upon arising O3 After eating any food O Right after meals O Before going to bed

7. How does your child receive Fluoride?

O Community water  level ___ ppm O Wellwater  level ___ ppm
7 Fluoride drops or tablets 0 Fluoride rinse or gel
8, Hawve any cavities been noted in the past? . ... ... . it iines YES NO
9. Were any teeth (baby or permanent) removed by extraction? ...........ccoviiina.. YES NO
Was it suggested that the space be maintained .. ..... ... ... ... ... ... ..., YES NO
Was an applanee Plaead - s e i T e e e e e e i e e e YES NO
10. Have there been any injuries to teeth, such as falls, blows, chips, ete? .............. YES NO
If 50 describe o
11, Has your child had any problem with dental treatmentin the past? ................. YES NO
12. Has anyone in the family, including parents, had othodontics? ............... ... YES NO
13. Has your child ever received a local anesthefic? . ..... ..o eiiiiiiniraninns YES NO
14. Has your child ever had occlusal sealants? .. .. ... o i YES NO
15. Does your child think there is anything wrong with histhertesth? . ... ... ..o o0 YES NO
MEDICAL HISTORY
1. Does your child have a health problem? .. ... i YES NO
2. s your child under care of physician? .. .......ooiriiii i YES NO

If yes, since when and why?

3. Name of physician il
4. |s your child receiving any medication? ......... ... YES NO
What?
5. |s your child allergic to penicillin, antibiotics or other drugs? . ..........oootnt. ...YES NO
6. Is your child allergic to or sensitive to any metals or latex? .. .. ... ... ... ... ... YES NO
7. Does your child have other allergies? .. ........ooerriiiniiiiriinaniierenss YES NO
8. Has your child had any serious llness? ...........c.oiiiiiiiiiniiiiiininann. YES NO
When What
8. -Has yourchid ever had: sUMBINT -z s sieensmnsisamaassmes s srabnbrs YES NO
10, Does your child have a hear MUIMUIT . ... ... n e enr e renny s YES NO
11. Is surgery contemplated? . ... ...ttt YES NO
12. Does your child experience severe or prolongated bleeding? . .. ................. .0 YES NO
13. Does your child have AIDS or has he/she tested HIV positive? . ... ..........oo0n. YES NO
14. Has your child tested positive for hapalitis? ... .....viviiieiiiiiiiiiiiiiinnnns YES NO
15. Is your child subject 10 Nervous BISONJBIET . .. s i v vr e e n e e snsnsarnesens YES NO
O Fainting? 0 Seizures? 71 Dizziness? 71 Behavioral/Leaming problems?
16, Does your child have frequent headaches? ... ... ..o in e YES NO

17. Has your child had history of: (Circle appropriate responses) diabetes, heart trouble, asthma,
kidney infection, theumalic fever, epilepsy, cerebral palsy, liver problems, congenital birth defects,
mental retardation, eyesight problems, cancer, infections, speech impairments, hearing loss.

{ CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE.

PATIENT'S / GUARDIAN'S SIGNATURE _DATE
DENTIST'S SIGNATURE — DATE
ANEST. MED. ALERT

CHILD DENTAL MEDICAL HISTORY

Form Mo TISICDM



	registration
	child_history

