PATIENT INFORMATION
Patient Name:          
  Date:  

                                 Last,                First        MI     (Preferred Name)

                                                                                   
Gender:  FORMCHECKBOX 
 Male       FORMCHECKBOX 
 Female
Social Security #:   
   Birth Date:    

Phone # (Home):   
_____________________  Best time to call: 

Address:
  


                            Street                                                                                                                                     Apartment #

                          Cit
y                                                                              State                                          Zip Code

PATIENT HEALTH INFORMATION
Date of Last Dental Visit:   
          Reason for this visit:  

Have your child ever had any of the following?  Please check those that apply:


Y  N
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        the mouth
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Allergies:
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( Have your child ever had any complications following dental treatment?    [image: image103.wmf] Yes  [image: image104.wmf] No

     If yes, please explain: 

( Have your child been admitted to a hospital or needed emergency care during the past two years?    [image: image105.wmf] Yes  [image: image106.wmf] No

     If yes, please explain: 

__________________________________________________________________________________________
( Is your child now under the care of a pediatrician?    [image: image107.wmf] Yes  [image: image108.wmf] No

     If yes, please explain: 


__________________________________________________________________________________________
( Name of Pediatrician: _______________________________________________  Phone: 


( Other Physician’s Name (if any): _______________________________________  Phone: 

( Are there any health problems that need further clarification?    [image: image109.wmf] Yes  [image: image110.wmf] No

     If yes, please explain: 


__________________________________________________________________________________________
PARENT OR GUARDIAN INFORMATION
Name:   

                    [image: image111.wmf] Male   [image: image112.wmf] Female                               [image: image113.wmf] Married   [image: image114.wmf] Single   [image: image115.wmf] Other 

Social Security #: ________________________________  Birth Date: 

 FORMCHECKBOX 
 A. M.
 FORMCHECKBOX 
 P. M.
Phone # (Home): ________________ (Work #): ______________ Ext: _____ Best time to call: 
 
Address: 


                                  Street                                                                                                                                                                                                         Apartment #

                                  City                                                                                                                                                         State                                                 Zip Code

Email Address: _____________________________________________________________________________ 
EMPLOYMENT INFORMATION
Employer Name:   
  Occupation: 

Address:
  




                                 Street                                                                                                                                                      City,           State    Zip Code                            Phone

REFERRAL INFORMATION
Whom may we thank for referring you to our practice?    

Name of person or office referring you to our practice:    

CONSENT FOR SERVICES
Under HIPPA, patients will have an increased awareness of their health information privacy rights, including the following:

· The right to access, copy, any inspect their health information;

· The right to request an amendment to their healthcare information;

· The right to obtain an accounting of certain disclosure of their health information;

· The right to request restrictions on disclosures for treatment, payment and health care operations;

· The right to alternative means of receiving communications from dentists; and

· The right to complain about alleged violations of the regulations and the dentist’s own information policies.

To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If there are any medical changes in my child’s health, I will inform the doctors at the next appointment.

I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.   
Please note that X-rays, pictures and records maybe used for scientific purposes, research and lectures without disclosure of the patient’s identity.
I certify that the information supplied is accurate and true to the best of my knowledge.  I consent to treatment.

X-RAYS:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     FORMCHECKBOX 
 Only if necessary   FORMCHECKBOX 
 Please call before — Permission is granted.

I have read the above conditions of treatment and HIPPA Privacy Policy and agree to their content.   

	
	
	
	
	

	Date
	
	Signature of Parent or Guardian
	
	Relationship to Patient

	

	Print Name of Parent or Guardian
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