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DATE
v
PATIENT INFORMATION
Name ' Birthdate _* Age Sex M F
Address City State Zip
Phone Cell Phone
School School District
Siblings names and ages
Person to call in case of emergency : Phone Relationship
RESPONSIBLE PARTY
Name of person responsible for account
Relationship to patient : Home Phone Cell Phone
Email Address
Address City : State Zip
Employer : Work phone
Marital status:____ Single_ __ Married___ Divorced - Share financial responsibility with anotherperson? __ Y___ N
If yes above, with whom _’ Relationship
Address City - State Zip
Home Phone ' Work Phone ) Cell Phone
Employer Email Address
INSURANCE INFORMATION MEDICAL HISTORY
Primary Dental Insurance Does your child have?
Insurance Co. Phone Y N Heart Disease / defect / murmur
Group # / Employer Y N Rheumatic Fever
Name of Subscriber Y N Diabetes
Soc. Sec./ID # Birthdate Y N Cancer or Tumor
‘ Y N Hepatitis
Secondary Dental Insurance Y N Epilepsy
Insurance Co. Phone Y N Asthma or Hay Fever
Group # / Employer Y N Sinus Trouble
Name of Subscriber Y N Emotional / Behavioral Problems
Soc. Sec./ID # Birthdate Y N Kidney/ Liver Disorder
Y N Prolonged Bleeding
Y N Anemia
MEDICAL INFORMATION Y N Slow in Leaming
Y N Special Problems
Is your child allergic to: Penicillin? Sulphur Drugs?
(circle)
Codeine? Latex? Other? ' Physician
For what purpose: Dentist
Is your child under the care of a physician? Y N
Date of last medical exam Referred by

I, the undersigned, certify that I (or my dependent) have insurance coverage with the above named insurance company(s) and assign
directly to Dr. John C. Ive all insurance benefits for services rendered. I understand that 1 am financially responsible for all charges
whether or not paid by insurance. I hereby authorize the doctor to release all information necessary to secure the payment of benefits.
1 authorize the use of this signature on all insurance submissions.

Respdnsible Party Signature Relationship Date




DENTAL HISTORY
Briefly explain your child’s previous dental hiétory?

Y

Is there any history of missing teeth in the family? ..ottt

Have you observed that your child has any of these habits?

2

a. Thumb Or fINZET SUCKINE  .oevveirmreerececiresier ettt st en e et e es s e b en st es e s e
BLLAP DINZ ettt bbb e e bR bbb et b bsaen s asnes
C. MOUth DIEAtNING vttt e se s e s s b s sbssassb e s e sa s b sb s aresresm e nen e
0. TONZUE tAIUSHINE  .ocvrvireiiiiiiitieriin s rcstssstssssissests ot rbb st ss st s s e bbb et se e ssre e ssabossenstoseatosererasresasosesten

€. NAIL DILING ettt ettt e et e et e e e s e e e e e n e e e e

Has the patient had any accidents involving teeth o OUL? ..ottt et e ssreeeonse

If yes, comment:

Yes

No

Additional information: (In'the space below, please indicate any dental problems of special concern or provide any additional information

which you think to be vital in the care of your child:

Name Age BD
é % CLASS I /1 2 S il
OB oJ XB
i CR | co
° "HABITS: TT TS MB  OPENBITE: Y N
PROFILE: V S C GROWTH
HEIGHT
DX: FACE MoMm
A-P SIB
TRANS Perio cond.
VERT Fune. L V H MM
PERIMETER: MX
DX SUMMARY
PROPOSED TX
EST. TX TM
EST. TX FEE
TX this DATE / FEE
DISPOSITION: Recs R/C
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