Welcome

We are looking forward to having you join our great family of friends and patients.
The benefits of a healthy, beautiful smile are immeasurable and our goal is to allow you to
obtain the healthy teeth and attractive smile you want and deserve. Please complete this form so that
we can provide the best care possible for you.

About Your Child Today's Date:

Name: Date of Birth:
| like to be called: Home Phone:
Home Address: S.S.N.

Parent or Guardian Information  vorer _ Sepmober _ Guancion_

Name: Date of Birth:
I like to be called: Social Security Number:
Home Address: Home Phone:
Cell Phone:
E-mail:
Employer: Work Phone:
Occupation: When is the best time to communicate with you?
Marital Status: ~ Single Married Divorced  Widowed and where?
Father ____ Stepfather Guardian_____
Name: Date of Birth:
I like to be called: Social Security Number:
Home Address: Home Phone:
Cell Phone:
E-mail:
Employer: Work Phone:
Occupation: When is the best time to communicate with you?2
Marital Status: ~ Single Married Divorced ~ Widowed and where?

In case of an emergency, is there someone we can call?
Name: Other Family members seen by us2

Phone Number:
Insurance Information

?’rimmy Insurance

Dental Insurance Name: Insurance phone #:
Ins. Co. Address: Group #;
Insured’s Name; Relation:

Secondary Insurance
b |

Dental Insurance Name: Insurance phone #:
Ins. Co. Address: Group #;

Insured’s Name: Relation:




Qental ?ﬁ}fory

Why has your child come to see us today? The date of your child’s last dental visit:
previous dentist’s name:
Has your child had difficulty with previous dental visits? How do you expect your child to act at this visit?

Does your child:
O Suck Thumb/Finger O Suck/Bite Lip O Bite/Chew Nails O How often does your child brush?

O Chew Hard Objects O Grind Teeth O Clench Jaws floss?
Health History
O Has your child been hospitalized in the past 5 years? Date of last health care exam:

If yes, reason: what was this exam for?

O s your child currently receiving care?
If yes, nature of care: What is the name of your child’s current physician?

For the following questions please check all that apply fo your child. Your answers are for our records only and will be
confidential. Please note that during your initial visit you will be asked some questions about your
response. Qur feam may ask additional questions concerning your health.

O Abnormal heart condition O Acid Reflux O ADHD

O Allergies O Anemia O Asthma

O Autism O Bladder Disease O Blood Disease

O Brain Damage O Cancer O Cerebral Palsy

O Dental Anxiety O Developmental Delay O Diabetes

O Epilepsy O Excessive Bleeding O Fainting

O Head Injuries O Hearing Impaired O Heart (surgery,disease)
O Heart Murmur O Hepatitis, any form O HIV positive or AIDS
O Hypoglycemia O Joint Replacement O Kidney Disease

O Liver Disease (inc. Jaundice) O Migraine Headaches O Mitral Valve Prolapse
O Nervous Disorders O Organ Transplant O Pacemaker

O Radiation Treatment O Respiratory Disease O Rheumatic Fever

O Sickle Cell Disease/Trait O Sinus Problems O Speech Impaired

O Stroke O Thyroid O Tuberculosis

O Ulcers O Is your child required to Pre-Medicate before dental treatment?
Are you allergic or have you had a reaction to:

O Local Anesthetic O Latex Allergy O Penicillin or other antibiotics O Erythromycin

O Aspirin O Sulfa O Codeine O Other

Please list any medications that your child is currently taking:

Authorization, Release, Photography Release, & Agreement to pay for services rendered
! understand the information that | have given foday is correct o the best of my knowledge. | also understand that this information will be held in the striclest
confidence and it is my responsibilily fo inform this office of any changes in my child’s mediical status. | authorize the dental staff to perform any necessary
dental services that my child may need during diagnosis and treatment, with my in formed consent. Payment is dve in full at the fime of freatment, unless prior
arrangements have been made. | understand that | am responsible for payment of services rendered and also responsible for paying any co-payment and
deductibles thal my insurance does not cover. | hereby authorize payment directly lo the dental office of the group insurance benefits otherwise payable fo me.
! understand that | am responsible for all costs of denfal treatment. | hereby authorize release of any information, including the diagnosis and records of
treatment or examination rendered, to my insurance company. The feam al M Dental Studiio offen takes digital photos in order to properly document the
condiition of your teeth and gums. Additionally, these photos will help us to make more accurale diagnosis. Dr. Ruegsegger might publish articles and make
presenfations fo other dentists where these photos are invaluable in explaining the lofest techniques and the resulls that can be achieved when done precisely.
My signature acknowledges that pholographs of my child may be used for educational purposes as stated above.

Signature of Patient/Parent/Guardian Date







