Welcome

We are pleased to welcome you to our practice. Please take a few minutes to fill out this form
as completely as you can. If you have questions, we’ll be glad to help you.

VALLEY PEDIATRIC DENTISTS, P.C.

6239 E. Brown Road, Suite 102 « Mesa, Arizona 85205 * (480) 396-3660
16611 S. 40th Street, Suite 150 * Phoenix, AZ 85048  (480) 753-3711

Patient Information

Name
Last Name First Name Initial
Address
City State Zip Child’s Physician:
Sex [M LIF Age Birthdate Physician’s Phone:
Home Phone  ( )

Whom may we thank for referring you?

Notify in case of emergency Phone

Responsible Party Information (Parenting Adult)

Father’s Name Mother’s Name

Address Address

City State Zip City State Zip
Birthday Soc. Sec. # Birthday Soc. Sec. #

Employer Occupation Employer Occupation

Address Business Phone Address Business Phone

Dental Insurance Information

Subscriber’s Name

Insurance Company

Billing Address Group # ILD. #
Soc. Sec. # Phone
Authorization

I have reviewed the information on this questionnaire and it is accurate to the best of my knowledge. I understand that this information will be used
by the dentist to help determine appropriate and healthful dental treatment. If there is any change in my medical status, I will inform the dentist.

I authorized my insurance company to pay to the dentist or dental group all insurance benefits otherwise payable to me for services rendered.
I authorize the use of this signature on all insurance submissions.

I authorize the dentist to release all information necessary to secure the payment of benefits. I understand that I am financially responsible for all
charges whether or not paid by insurance.

Signature Date

* Please fill out our medical history on reverse side *



Reason for bringing your child to the dentist

HISTORY

1.

2
3.
4.
5

9.
10.
11.
12.

Is your child being treated by a physician at this time?
Are all immunizations current?

Has your child ever been a patient in a hospital?

Has your child ever received general anesthesia?

Is your child allergic to anything: (medicine, food)?
If so, what?

Yes No

Is your child taking any medicines at this time?
If yes, what?

Has your child ever been seen by a dentist before?
Has your child ever received fluoride in any form?
If yes, what?

Does your child suck his/her thumb, fingers, pacifier?
Are your child’s teeth brushed once a day?
What type of toothpaste does your child use?

O 0OOo 0O ooogd
O 0OOo 0O ooogd

times?

At what age did your child stop bottle/breast feeding?

ORGANS AND SYSTEMS

Has this child ever had treatment for any of the following? Please check yes or no:

Reviewer Comments

Yes No Yes No Yes No
(] [0 Blood-Circulatory [J] [ Gastrointestinal (stomach) (] [0 Muscles
(1 O Bones [0 [0 Kidney - Bladder (1 O Nervous System
[0 [0 Endocrine Glands [0 0O Heart 0 0O Skin
[0 [0 Eyes, Ears, Nose, Throat (1 [ Liver [0 [ Tonsils/Adenoids
(1 [0 Lungs
L1 This child has NOT had any treatment for the above.
ILLNESS
Has this child ever been diagnosed as having any of the following conditions: Please check yes or no:
Yes No Yes No Yes No
1 O Aids [0 [ Epilepsy [0 [0 Orthopedic Problems
[0 O Anemia [0 [0 Eye Problems (1 [ Pneumonia
L1 [0 Allergy [J [ Excessive Bleeding Problem [J] [J] Polio
(1 O  Arthritis [J [J Fainting [0 [0 Rheumatic Fever
(1 [0 Asthma [0 [0 Hearing Loss [J [ Scarlet Fever
1 O Autism [0 [ Heart Murmur L0 [ Scoliosis
(1 O BrainInjury [J [0 Hemophilia [0 [  Sickle Cell Anemia
(1 [J Cancer [J [ Hepatitis - [J [J Speech Problems
[J [0 Cerebral Palsy [J [ Jaundice [J [ SpinaBifida
[0 [0 Chicken Pox [J [ Leukemia [J [J Syndrome
[ [0 Cleft Lip/Palate 0 [ Measles 0 [ Tetanus
[J [0 Convulsions/Siezures [J [J Mental Retardation [J [J Whooping Cough
(1 [0 Diabetes O O Mumps (] [0 Other
[0 [0 Diphtheria [J [0 Nutritional Deficiency O O
[ [0 Emotional Disturbance Is your child adopted?
(] This child has never been diagnosed as having any of the above conditions.
Is there anything else that you think we should know about your child?
Signature of person completing form Relationship to patient Date



