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NEW PATIENT ENROLLMENT FORM


Name(Last)_________________________(First)_________________________Date of Birth__________

Address___________________________________________________________________

City_____________________________State_____Zip Code_________________________

Phone:_______________________ home____________________ cell__________________ work

Other family members who will be patients in this office:

Name_____________________________ Date of Birth_______Relationship______________________

Name_____________________________ Date of Birth_______Relationship______________________

Name_____________________________ Date of Birth_______Relationship______________________

Who is financially responsible for this account?_____________________________________________

Nearest relative not living with you_________________________________Phone__________________

Will we be filing dental insurance for you?_________If yes, please provide the following information:

Name of Insurance Company__________________________________Phone________________________

Subscriber Name___________________________________________SS#__________________________

Date of Birth________________________Employer_____________________________________________

Are any other family members covered by this insurance?_____Please list________________________


Is there anything we can do to make your visit here more comfortable or pleasant? ____________________________________________________________________________________

Whom may we thank for referring you to our practice?________________________________________



CHILD HEALTH HISTORY
Today’s Date____________________
Name (Last)_________________________________(First)_________________________
Date of Birth____________________Male_______Female_______School Grade________
Who will be accompanying the child?____________________________________________
Do you have legal custody of this child?_____yes______no
Other family members seen by us_______________________________________________
What is the reason for the appointment?__________________________________________
Is this the child’s first dental visit?______yes____no  
Has the child ever had any issues associated with dental visits?____yes____no   If yes, please describe_____________________________________________________________________
Is the child’s water fluoridated?_________  Does the child take a fluoride supplement?________
Does the child brush his/her teeth daily?________________Floss daily?___________________

Has the child ever had any of the following medical problems?
Yes	No							Yes	No
·   Rheumatic Fever					 	   Headaches
·   Heart problems						  Diabetes
·   Any Surgery							  Hepatitis A, B, or C
·   Kidney problems						  Tuberculosis
·   ADD/ADHD							  Anemia
·   Convulsions/Epilepsy					  	  Headaches (chronic)
·    Sinus problems/allergies				              Ear Congestion	
              Backaches, shoulder pain				              Dizziness
Has your child ever been in orthodontic treatment?____________  If yes, please provide name of orthodontist____________________________________________________________________   Please list any drugs or supplements the child is presently taking:__________________________           Is there any medical condition we should be aware of?__________________________________      Does the child have any allergies?__________________________________________________                           Does the child have any of the following habits? Lip Sucking/Biting, Nursing/Bottle Habits,	Thumb/Finger Sucking
I understand that the information that I have given is correct to the best of my knowledge, that it will be held in the strictest of confidence and it is my responsibility to inform this office of any changes in the child’s health status.  I authorize the dental team to perform the necessary dental services my child may need.
_______________________________________________________ Parent/Guardian Signature/Date
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