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We stive to make each of yourcfrild's visfis pleas ant aN confortable. Our goal is to teach

your chikl oralhabltsthatwill help keeptheirteeth healthy brtlrcir lifetime.

Name Child Goes By

Child's Nrmc Aoe D.O.B.

trMale E Female Birth Place ss#

School Grade
d

Parent's Names

Name of Sisters Name of Brothers

Why are you here today? [ Exam f] Toothache fl Decay fl Trauma I Other

Who may we thank for referring you?

Childs Physician Phone #

Previous Hospitalizationd surgeries/ serious illnesses / When?

Does your child have allergies / sensitivities / adverse reatctions to any medications?

Ifyes, please describe

Is your child currently taking any medications? a Yes 3 No (ifyespleaselist)

Hos gaur child eoer tnd ang ff the follaoing?:

Asthrna....,..,.... ........, 3 Yes

Handicaps/Disabi1ities....................... E Yes

Respiratory Infections............... 3 Yes

Fainting Spe11s............... 3 Yes

Hepatitis.......... ..-..... E Yes

Diabetes,.......... '..,..... a Yes

HIV/AIDS..... .......... E Yes

RheunraticFever.-....,..,.......... ....,..'.. n Yes

Hemophilia..... .......'. ! Yes

Congenital Heart Defectftleart Murnur....,.............. 3 Yes

AbnormalBleeding...,................ ....... D Yes

BrainorNervelnjory..........,... .'.......5 Yes

Anemia........... ..,,..... 3 Yes

Convrdsions/Epilep6y......-......... ...'... 3 Yes

How often does your child brush?

fl No

trNo

trNo

!No
trNo

trNo

DNo

nNo

DNo

DNo

DNo

DNo

trNo

!No

How often does yoru child flcs?

Is your child'e water Ouoridated?............'.......'.. . I Yes ! No

Des your child ta&e fluori& supplenrnts?... .... 3 Yes ! No

Des lour child:

SuckThumb/Finger..................... 3 Yes trNo

Suck/Bit€Up................... ............3 Yes tr No

Bite/Ctpw Nailg -.8 Yes D No

CtrewHardobjects(pencils,etc.)...-.....'...... ..'-E Yes n No

GrindTeeth..... ...4 Yes ! No

Clench Jaws..... .-n Yes tr No

Dale of Lrst Dental Visit

Prcviors Dentist

Has your child had difficulty witr previous dcntal visib?.............".! Yes tr No



Who ie Reeponeible for Making Appointmenbe?
Name Who Does Child Live With?

Phone: Home Cell Work Ext. 

-
Mother Faf,her
N Name

Address Address

City State zip City State __ Zip

Home Phone Cell Phone Home Phone

Work Phone

CellPhone

Work Phone Ext. Ext.

Occupation Dept.

State

Occupation Dept.

Employer

Employer

Em

Em

ployer

ployer Add

City

SS#

zip City

SS#

State-Zip
DL# DL#

Marital Status [ ] Single [ ] Married [ ] Divorced [ ] Other Marital Status [ ] Single [ ] Married [ ] Divorced [ ] Other

SLep FatherlOuardian
Name- DOB

Slep VotherlGuardian
Name DOB

Address

City State zip City- State-Zip
Home Phone Cell Phone Home Phone

Work Phone

Cell Phone

Work Phone Ext. Ext.

Occupation Dept. Occupation

Employer-
--- Dept.

Employer

Employer AddressErnployer Address

City State zip City:____ State--Zip*____
ss#__________ DL#

Relationship to patient Reiationship to patient

IvlaritalStatus []Single []Married []Divorced []Other lMaritalStatus []Single []Married []Divorced []Other

Trimary DenLal lnsurance
Insured's Name

Acl dili o n al D ent al I n o u r an c e

Insured's Narne DC,B

Relationship Relationship

D.O.B. D.O.B.
- 

SS#

Employer Ernployer

Occupation Occupation

Insurance Company lnsurance Companlr

Ins. Co. Address lns. Co. Address

Citv State----Zip- -lCity- State Zio

Group # Emp.I Group # Emp. iD
Efl'ective Date Eftbctive Date

Tele./800# f'ele./800#

Financial ArrangemenLe - rAvMENT rs EXIECTED rN FUr,r- Ar EACH AIeoINTMENT.
For your convenience, we off'er the following rnethods of payment. Please check the option you prefer.

.......c..".?.t:'1.'.|"j':T'.tn:1.....t:'3':?:o;.?.u.':t:.y:'j":?f..?"ofl"J"i..........o.c
AulhorizaLion andReleaEe *giqnaLureRequired * :
I have recorded the prior infbrmation to the best of my knowledge, and give fully informed consent for treatment & release of records. .
I authorize direct payment to Dr. Carter by my insurance company. I UNDERSTAND TI{AT MY INSLIRANCE CARRIER MAY PAY :
LESS THAN TFIE ACTUAL BILL FOR SEIi.VICES, AND I AGREE TO BE RESPONSIBLE FOR ANY BALANCE INCURRED. :
PAYMENT IS DUE IN FT]LL AT TIME OF BILLING. .

Signature of Patient or Cuarclian, if nrinor Date
a
o
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