Dalin Dental Associates

PLEASE COMPLETE BOTH SIDES

e (First) (Middie) (Lash }Eli\éexﬂ ; |Nicknome

Address e e e Home Phone ( ) £
Date of Birth Height Weight

Father Work Phone ( ) =
Employed by Address

Mother Work Phone ( ) =
Employed by Address

Referred to our office by

Please indicate which of the following your child has had or has at present. Please check “yes” or “no” to each item.

HEE TIOL I it s athsaspesis Dlyes LING MEOEBIS! ..ustoiesnisisimmmisneioos mssistesvsisisnis Clyes Clno
RNSUMGIHIE TBVIBIE, ivcvixivisivssrsasresasssisssssssnssonsss DJves LING SOOHOT TBVEL. . cuivsmsmerersmsmostsioninisneinssssiiosmmentns COlyes Clno
DIaBOs . numumsiiavavisassiviinvaisiveisses Oyes OOrne CHICKEN POR o asssmsin i Olyes Clno
i e e e e o e e DIVEs [TIRE RIS s st conimmmes corsscramssiamebasdira oot Cyes Clno
ol | B e R e B Oyes CIno  Whopping COUGN........covvereiireseisrsressrnsens COlyes Clno
EPINEEISY s imrvsiatvm i pivatss einiin o sevivs seat aavasiia Oyes Do Tonsls iermoved . i i Olyes Clno
108 & {1 (B ] o e Bwston e g SR Sy W Clyes CIno  Adenoids removed ... Clyes Clno
Kidney Broflems v e e awsime Clyes [COno  Anyiliness resulting in high fever before age 22....Clyes [CIno
LIt O BIGINS s asniais i Cyes CIno If yes, what?
Any other medical conditions..........cc.ccoue.. TR TR R v e e s Clyes CIno
If yes, what? If yes, what?
Any recent surgery or hospitalization? ....... Clyes [Cno
Is your child: If yes, explain?
0TS (6]5ls f 1= o])] 15 AT Oyes Ono  Taking any medications? ..., Olyes Ono
Subject to profuse bleeding? ........cvevveen Clyes [CIno If yes, what?
Subject to nervous disorders?..........cove.nn. Clyes [CIno
Subject to fainting or diziness? ................ Cdyes [COno  Does your child have any of these habits:
Sensitive or dllergic to any drug?............ Oyes Clno MoUth BIEGHNING 2 .. visesconssersssssepriosssmsirnensisn Clyes Clno
If yes, what? TAUMD SUCKING Z.snwiiiiinnmmiinimma s Clyes [Cno
Any other allergies? ..o iiniiniieanns Clyes [Clno PAGHISED. o ismmsmmasspmmisis i s rsiimm Clyes [Cno

If yes, what?

Name of Physician Phone ( ) =
Date of last Medical Examination Give age child walked Talked
When was the last visit to denfist Service received

Has your child experienced any unfavorable reaction fo past dental care:[Clyes [CIno  Medical care:[Clyes [Ino

How often are teeth brushed By whom

Name of Previous Dentist Phone ( ) =

Hobbies & Interests
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DENTAL INSURANCE INFORMATION

PRIMARY INSURANCE

SECONDARY INSURANCE

Policy Holder Pollcy Holder

Date of Birth Date of Birth,
Relationship to Patient Relationship to Patient
Employer Employer

Group # Group #

SS#/ID# SS#/1D#

Name of Insurance Co.

Name of Insurance Co.

Address

Address

Phone #_( ) -

Phone #_( ) -

| hereby authorize payment directly to the Dental Office of the group Insurance benefits otherwise payable
to me. | understand that | am responsible for all costs of dental freatment. | hereby authorlze the Dental
Office to administer such medications and perform such diagnostic and therapeutic procedures as may be
necessary for proper dental care. The information on this page and the medical and dental histories are

correct to the best of my knowledge.

Because

this child for dental freatment. Authorization is hereby granted.

is a minor, It is necessary that a signed permission be
obtalned from a parent or guardian before any and/or all necessary dental service can be started and
accomplished by Dalin Dental Associates. Furthemore, | will be responsible for any fees incurred for

Signature (Parent or Guardian)

Date

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

| (parent/guardian)

of this office’s Notice of Privacy Practices.

Signature (Parent or Guardian)

, have been made aware

Date

Submit
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