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c3 practice. Please take a few minutes to !'.Ill out this form
as completely as you can. If you have questions we’ll be T
glad to help you. We look forward to working with you
in maintaining your child’s dental health.

SS/HIC/Patient 1D #
Name of Minor/Child it . Sex(M [F Age

Last Mama First Mama Middle Irlsal
Mickname Hobbies ColPoore () L

Birthdate HHri L) i

1 school Name . BchoolPhone (_____)
Home Phone (). Work Phone (__ ]

Person financially responsible
Whom may we thank for referring you? ____ ] LT R

Father's /Guardian's Mame Mother's /Guardian's Name

Address (if different from patient’s) Address (if different from patient’s)

Home Phone [{iﬁLﬂhmnM} Work Phone {mm“.‘] Home Phone I:m]_ﬁnmmp WUthfmm{mmrLﬂmm}
E-mail ARG E-mail LA i

Employer Employer

Soc. Sec. # Birthdate Soc. Sec. # Birthdate _____

Do you have dental insurance coverage for minorichild? [Yes [ No Do you have dental insurance coverage for minorichild? [ Yes [ No
Plan Name bl Phone (_____) Plan Name ____ Phone () —

Address LR Address

Group # Policy # | Group # Policy #

Is your child eligible for treatment under Medical Assistance? [1Yes []No Child's Medical Assistance |.D. #

Date of last visit to a dentist For whal service?

YES NO YES NO
Mas child complained about dental problems? ... 1 [ Is Auoride taken in any BOMM?...........ccoommmammmssnssanes o SRANT 1
Does child brush teeth daily?..........ccecaeimeiimsssnsins 0 0O Any injuries to mouth, teeth, head? ..o [ O
Does child use floss every day? ..., - [ Any unhappy dental expaniences? ... O 0
Any mouth habits - thumbsucking, nail biting, mouth breathing, pacifier, sleeping with bottle, etc? ..o, O |
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