
TODAY’S DATE_______________________ 

PATIENT’S NAME_____________________________________________  DATE OF BIRTH___________________ 

PERSON WITH PATIENT TODAY____________________________________   RELATIONSHIP TO CHILD___________________ 

PHONE#_____________________________   CELL#___________________________ 

EMAIL ADDRESS______________________________________________  

ANY CHANGE IN ADDRESS     Y     N       IF YES,___________________________________________________________________ 

ANY CHANGE IN INSURANCE     Y     N   IF YES,__________________________________________________________________ 

DO YOU HAVE ANY CONCERNS FOR THE DOCTOR TODAY?________________________________________________________ 

I give consent for the following people to bring my child to their dental appointments and the office has my consent to release  

any medical information to the following person(s).____________________________________________________________ 

Has the child ever had any of the  
following medical problems? 

 

 

 
 

_______________________________________________ 
 

_______________________________________________ 
 

_______________________________________________ 
 
 

SIGNATURE_______________________________________ 
 
 

                               


