Welcome

e are pleased to welcome You to our office. Please take 3 few minutes to fli| out
this form completely. If you have any questions we'll be glad to assist you. e |0oK
forward t0 working with You in malhtalhing your chlld’s dental health.

Patient Information:
Name of Minor/Chlld: [
Last Firse Ml Preserred Name
DOB:__ [ { Age: oM OF Home Phone: () -
Home Address:
Streets/Nome Ciey State 2
Name of School: [evel:

Cpecial Interests/ Fictional Character(s):

Father's/GGuardian’s Name:

OMarried  OFlngle  ODivorced/Sep. ODeceased

Home Address:
Qf different from patient
Home Phone: () -
@£ different from patlent)
Employer: Work Phone: () -

SON: DOB:

Mother’s/(Guardian's name:
OMarvled OSingle  ODIvorced/sep. ODeceased

Home Address:
Qf different from patieny
Home Phone: () -
QF different from patlet)
Employer: Work Phone: () -
SEN: DOB:

Please Complete Both Sides...




Dental History:

TReason for today's Visit:
Has you child ever had their teeth professionally cieanedr? ON oY

Date (approximate) of last cleaning: e Were srays taken? ON oY
Has your child ever experienced ah unfavorabie reaCtlon to denca| carez ON oY
1S your child under the care of an orthodontiss? ON OY Dr.
Does your child have/had any Of the Following oral habits?

(please check v') OThumb Sucking to age
OFinger Sucking €0 age
OPaclgier <0 age

Medical History:

Physiclan's Name: Phone No.:
Has your child had a serlous iliness or operation? ON OY
Please check v If your chlid has/had any of the followng:

O  AIDS O Hemophilia/Abnormal Bieeding
O Anemia O Hepatitis

O Asthina O Jaw Pain

O Blood Disease O Kidney Disease or Malfunction
O Cancer O Liver Disease

O Chemotherapy O Material Allergies (latex)

O Cough, persistent O {(Mitral Vaive Prolapse

O Diabetes O Nervous problems

C Epilepsy O TRheumatic/Scarlet Fever

O Yood Allergies O ¢Cpina Bifida

O Heart Murmur O Gurgical implahe

O Heart Problems O Tuberculosis

Any condition$ not (ISsted you wodld |iké brouglrt €0 our attention:

Siblings &/or Pets Who may we thank for
Please list name(s) of sIbling(s) ¥/or pe(s): referring you to our office...
1. Age (Name:
2. Age_
3. Age Address:
-
A Authorization
1 have read the informadon on this quesdonnaire, and It is aCCurate to the best of my khouiedge.

] understand that this inFormation will be used by Dr. Perez to help determine aDmOprlaﬁ? and heatehful dencal tregtinent.
If there is any chanse in my Child’s medical status, ] will Inform Dr. Perez.

I hereby give authorization as pareht Or [egal suardian to Rjcardo A. Perez, D.D.S., P.C.. for the completion of all
agreed upon dental sewices for my child.

1 understand e is the poliCy of this offiCe that treatment Charges are to be pakd upon completion of
treatment and that a third parcty payment is hot aCCepted.

Sighature: TRetationship: Date:

WE RESERVE THE RIGHT TO CHARGE FOR APPOINMENTS
B CANCELLED ORBROKEN WITHOUT 2¢ HOURS ADVANCE
NOTICE - -




