


FORMER DENTIST:

PRACTICE NAME:
ADDRESS:

OFFICE PHONE:

PHONE:

HOW OFTEN DOES YOUR CHILD:

PLEASE CHECK ALL THAT APPLY TO YOUR CHILD:

CHILD’S HEALTH HISTORY(PLEASE CHECK ALL THAT APPLY):

PEDIATRICIAN/FAMILY DR.:

IS YOUR CHILD CURRENTLY TAKING ANY MEDICATIONS? PLEASE LIST:

HOW DID YOU HEAR ABOUT US?:

ASSIGNM ENT AND RELEASE:

SIGNATURE OF RESPONSIBLE PARTY:

DATE:

Our office strives to keep all records current. Please initial at each appointment to verify that the information on this sheet has been updated
and is correct to the best of my knowledge:

INITIALS________DATE________
INITIALS________DATE________
INITIALS________DATE________

INITIALS________DATE________
INITIALS________DATE________
INITIALS________DATE________

INITIALS________DATE________
INITIALS________DATE________
INITIALS________DATE________

INITIALS________DATE________
INITIALS________DATE________
INITIALS________DATE________

FAX#:

BRUSH: FLOSS:


