NEW PATIENT INFORMATION FORM – MINOR
ABOUT THE CHILD:

CHILD’S NAME (Last, First, Middle):____________________________________________________________________

NICKNAME:_________________SEX:___ CHILD’S DOB:          /          /           CHILD’S SS NO:             -         -________
CHILD’S HOME ADDRESS:__________________________________________________________________________

CITY:_____________________________________STATE:_____________ZIP CODE:___________________________

HOME PHONE:  (         )           -               NAME OF PERSON WITH CHILD TODAY:_____________________________
RELATIONSHIP TO CHILD:_______________________DO YOU HAVE LEGAL CUSTODY OF THE CHILD?_________

IS THE CHILD ADOPTED?_________________IS THE CHILD IN A FOSTER HOME?___________________________
OTHER SIBLINGS WHO ARE OUR PATIENTS:__________________________________________________________

HOW DID YOU HEAR ABOUT US?____________________________________________________________________
IF BY FELLOW PATIENT, WHO CAN WE THANK FOR REFERRING YOU?____________________________________
PARENT’S MARITAL STATUS (Please check one):
____SINGLE____MARRIED____DIVORCED____SEPARATED____WIDOWED____PARTNERED

PARENT’S INFORMATION

MOTHER (Please check one)  ____LEGAL GUARDIAN____IS DECEASED____N/A
NAME(Last, First, Middle):____________________________________________________________________________
HOME ADDRESS:__________________________________________________________________________________

HOME PHONE: (          )          -               WORK PHONE: (          )          -               CELL PHONE: (         )          -________

SS NO:               -            -                     DOB:            /              /             EMPLOYER:______________________________
FATHER (Please check one)  ____LEGAL GUARDIAN____IS DECEASED____N/A
NAME(Last, First, Middle):____________________________________________________________________________

HOME ADDRESS:__________________________________________________________________________________

HOME PHONE: (          )          -               WORK PHONE: (          )          -               CELL PHONE: (         )          -________

SS NO:               -            -                     DOB:            /              /             EMPLOYER:______________________________

FORM CONTINUED ON BACK
WHO IS RESPONSIBLE FOR THE BILLING?
NAME(Last, First, Middle):____________________________________________________________________________

BILLING ADDRESS:________________________________________________________________________________

HOME PHONE: (         )           -               WORK PHONE: (         )            -               CELL PHONE: (          )           -______
EMPLOYER:______________________________________________________________________________________
PRIMARY INSURANCE:

INSURANCE COMPANY:____________________________________________________________________________

CLAIMS ADDRESS:________________________________________________________________________________  
INS. CO. PHONE:  (              )            -                         GROUP NO:___________________________________________

ID NO OF INSURED:_____________________________________DOB OF INSURED:           /             /______________        
NAME OF INSURED (Last, First, Middle): _______________________________________________________________

SS NO OF INSURED:              -         -                  RELATIONSHIP TO CHILD:___________________________________

NAME OF INSURED’S EMPLOYER:__________________________EMPLOYER PHONE NO:  (         )          -________

SECONDARY INSURANCE

INSURANCE COMPANY:____________________________________________________________________________

CLAIMS ADDRESS:________________________________________________________________________________  
INS. CO. PHONE:  (              )            -                         GROUP NO:___________________________________________

ID NO OF INSURED:_____________________________________DOB OF INSURED:           /             /______________        
NAME OF INSURED (Last, First, Middle): _______________________________________________________________

SS NO OF INSURED:              -         -                  RELATIONSHIP TO CHILD:___________________________________

NAME OF INSURED’S EMPLOYER:__________________________EMPLOYER PHONE NO:  (         )          -________

AUTHORIZATION

I affirm that the information I have given on this form is correct to the best of my knowledge and it is my responsibility to inform this office of any changes regarding this child’s insurance coverage and/or information as well as any changes in his or her medical status. I understand that I am financially responsible for all charges: any deductible amount, Co-insurance, or any balance not paid for by the insurance company (if the child has insurance). Based on information provided by myself, Defiance Dental Group can prepare a treatment estimate reflecting estimated patient portions due at the time of service. In order to control cost of billing, estimated patient portion paid at the time of service is requested (unless prior financial arrangements have been made with this office). I authorize Defiance Dental Group to release any information required to process the child’s claims.

SIGNATURE OF PARENT OR GUARDIAN_______________________________DATE:________________       
Confidential Medical-Dental History Form - Minor

CHILD’S NAME (Last, First, Middle):____________________________________________________________________
SS NO:             -          -                    DOB:          /          /          SEX:_____PHONE: (           )             -_________________                
MEDICAL DOCTOR:________________________________________________________________________________

MEDICAL ALERTS:________________________________________________________________________________

Date of Last Physical Exam:        /        /         Is the child currently or has the child recently been under a physician’s care? ____Yes____No    Reason:___________________________________________________________________________
Has the child ever been a patient in a hospital or had any serious illness?
___Yes___No   Explain:_____________________________________________________________________________
Check any of the following that the child has or has been suspected of:

YES  NO




YES  NO



YES  NO
___   ___Arthritis



___   ___Hepatitis or Jaundice
___   ___Prolonged Bleeding



___   ___Rheumatic Fever


___   ___Liver Disease

___   ___Fainting Tendency
___   ___Heart Trouble


___   ___Cancer or Tumor

___   ___Epilepsy
___   ___Heart Murmur


___   ___Tuberculosis

___   ___Thyroid Disease
___   ___High/Low Blood Pressure

___   ___Diabetes


___   ___Glaucoma
___   ___Chest Pain


___   ___Kidney/Bladder Trouble
___   ___Radiation Treatment
___   ___Stroke



___   ___Anemia


___   ___Mental Disorders
___   ___Shortness of Breath


___   ___Lung Disease

___   ___HIV or AIDS
___   ___Asthma or Hay Fever

___   ___ADHD


___   ___Prosthetic Joint Replacement
___   ___Sinus Trouble


___   ___Blood Disease

___   ___Blood Transfusion

Check any of the following that the child is taking or has taken:

YES  NO




YES  NO



YES  NO

___   ___Cortisone Drugs


___   ___Anticoagulants

___   ___Tranquilizers





___   ___Steroids



___   ___Blood Thinners

___   ___Sedatives

Is the child  taking any other medication?___YES___NO  If yes, please list:_________________________________________________________

_________________________________________________________________________________________________________________________
Is the child allergic to or does the child suffer ill effects from any of the following?

YES  NO




YES  NO



YES  NO

___  ___Penicillin



___   ___Codeine


___   ___Dental Anesthesia

___   ___Aspirin



___   ___Household Bleach

___   ___Other:____________________________________

DENTAL HISTORY
Has the child ever seen a dentist/pediatric dentist/orthodontist before? _____YES_____NO  If yes, please indicate name or names of each as well as the date of the last complete dental exam:________________________________________

_________________________________________________________________________________________________

Date of last full mouth or panoramic x-ray?_______________________________________________________________
The above information is true to the best of my knowledge.
SIGNATURE OF PARENT OR GUARDIAN______________________________DATE:_________________
Please write any additional information on the back of this form – Thank you!
