Dontistry for KGDDS
welcome

Patient Information

Patient Name:

Date:

Last Name First Name

Nickname: Gender:
Mother Name: Father Name:

Birth Date: Age:

Family Status

Ext: Best time to call:

Phone (Home): (Work):
Address:

Apartment #

City

Whom may we thank for referring you?

Zip Code

In case of emergency who should be notified?

Phone:

First Names of Child's Siblings Child's Schoal:
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Person Responsible for Account:

Last Name

Relation to Patient: Birthdate:
Address (if different from patient’s):

First Name

Soc. Sec.#:

Home Phone:

City:

State: Zip:

Person Responsible Employed By:

Occupation:

Business Company:

Business Phone:

Insurance Company:

Contract #: Group #:

Subscriber #:

Name of other dependents covered under this plan:

Additional Insurance

Is patient covered by additional insurance? O Yes O No
Subscriber Name: Relation to Patient: Birthdate:

Address (if different from patient’s):

Home Phone:

City:

State: Zip:

Subscriber Employed By:

Business Phone:

Insurance Company:

Soc. Sec.#:

Contract #: Group #:

Subscriber #:

Name of other dependents covered under this plan:

Dental History

Reason for today’s visit:

Former Dentist:

Address:

Date of last dental care:

Date of last dental X-rays:

Is your child’s water fluoridated? [ Yes [ No

Is your child taking any fluoride supplements? [1Yes LINo

Has your child ever had any jaw pain or tenderness? [1Yes [LINo
Does your child brush their teeth daily? [ Yes [dNo

Does your child floss their teeth daily? [ Yes [(JNo

How often do they floss?
How often do they brush?

Has your child seen a pediatric dentist before? O Yes ONo
Ifyes, the approximate month and year of last visit:
Where?

Has your child ever had any complications following dental
treatment?d Yes [ No

Ifyes, please explain:
Family Dental History: Circle appropriate parent, if yes
Has Mother or Father had a lot of decay?

Has Mother or Father had orthodontic care?

Does Mother or Father have pericdontal disease?




