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���                                                                  Patient Name __________________ 
 Date: Mo/Day/Yr ____________________ 
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Child’s Name ________________________________________________________________________________________________    
  (first)                      (middle)       (last)  
Nickname ___________________________  Age ____________  Date of Birth _____________________________  Gender:   M  /  F  

Address ____________________________________________________________________________________________________ 
  (street)  (apt. #)      (city/state)    (zip)  
Phone (_____)________________________ (_____)_________________________  (_____)_________________________________ 
  (Home)    (Cell)    (Office) 
Please provide school information:  
 
____________________________________________________________________________________________________________ 
 (Name of School)     (City)      (State) 
 
Referred or recommended to us by _______________________________________________________________________________ 
 
How would you like to be contacted regarding upcoming appointments? •  Phone •  Email ___________________________________ 
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Please list the names and ages of siblings: 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
 
Have any family members been patients of our office in the past?  If so, please list:  
____________________________________________________________________________________________________________ 
 

Mother’s full name: ______________________________________  Date of Birth _____________________ Marital Status  M / S / D 

     Social Security number ________________________________ / Driver’s License number ________________________________ 

     Address if different _________________________________________________________________________________________ 

     Occupation ___________________________________________  Employer ___________________________________________ 

     Business address ___________________________________________________________________________________________ 
   (street)                (city/state)                     (zip)  
 
Father’s full name: _______________________________________  Date of Birth _____________________ Marital Status  M / S / D 

     Social Security number ________________________________ / Driver’s License number ________________________________ 

     Address if different _________________________________________________________________________________________ 

     Occupation ___________________________________________  Employer ___________________________________________ 

     Business address ___________________________________________________________________________________________ 
   (street)                (city/state)                     (zip)�

 
�
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                                  Patient Name ________________________ 
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Primary Insurance Plan________________________________________________________________________________________�

    (Provider Name)    (Provider Number) 
     Subscriber/Sponsor’s Name and Rank ____________________________ Relationship to Patient ___________________________ 

     Subscriber/Sponsor’s SS# ______________________________________ Subscriber’s Birthdate ___________________________  

     Policy ID ____________________________________________  Group # _____________________________________________ 

     Subscriber’s Employer_______________________________________________________________________________________ 
          (Employer Name)                     (Employer Address) 
Secondary  Insurance Plan______________________________________________________________________________________ 
    (Provider Name)    (Provider Number) 
     Subscriber/Sponsor’s Name and Rank ____________________________ Relationship to Patient ___________________________ 

     Subscriber/Sponsor’s SS# ______________________________________ Subscriber’s Birthdate ___________________________  

     Policy ID ____________________________________________  Group # _____________________________________________ 

     Subscriber’s Employer_______________________________________________________________________________________ 
          (Employer Name)                     (Employer Address) 
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Is this your child’s first visit to a dentist?    Yes   �          No  �     
 If no, please provide former dentist’s information:  
____________________________________________________________________________________________________________ 
(Dentist’s Name)    (Date of Visit)    (Reason) 
 
Does your child have any current complaints of dental pain?  Yes �      No  �     
 If yes, please explain:  _________________________________________________________________________________________ 
 
Does your child take fluoride in any of these forms?   
�    Tablets/Drops    �    Toothpaste     �    Rinse/Gel     �    Bottled Water 
 
Please use the space below to provide any further information regarding your child’s dental health or previous treatments:  
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 
Does your child engage in, or have a history of, any of the following? 

�    Thumb/Finger Sucking 
�    Nail Biting 
�    Bad Breath 
�    Pacifier 
�   Bed wetting 
 
 
 

�    Speech Problems 
�    Grinding/Clenching 
�    Breastfeeding 
�    Bleeding/Sore Gums 
�   Snoring 
 
 
 

�    Abscess 
�    Sippy Cup 
�    Mouth Breathing 
�    Behavioral Issues 
�  Other ____________________ 

�
�
�
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                                  Patient Name ________________________ 
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Child’s Pediatrician _____________________________________________________________________________________ 
   (Name)    (Address)   (Phone)  
 
Date of last physical ________________________________________   Were you referred by your pediatrician?  Yes �   No �  
 
Was your child premature or low birth weight?   Yes �    No �     
 
Please list any medications, prescription or otherwise, your child is currently taking:  
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
 
Has your child ever been hospitalized?   Yes �     No �    
If yes, please list when and why: ___________________________________________________________________________ 
 
Has your child ever had surgery?  Yes �    No �    
If yes, please list when and why: ___________________________________________________________________________ 

Allergies:   

�   Penicillin/ Amoxicillin  

�   Sulfa 

�   Latex  

�  Other (please specify) ________________

 

Does your child have (or have they ever had) any of the following? Please check all that apply 

 

�   Aids/ HIV  

�   ADHD/ADD  

�   Anemia  

�   Asthma  

�   Autism  

�   Bleeding Disorder  

�   Blood Transfusion  

�   Bone Disorder  

�   Bronchitis  

�   Cancer  

�   Cerebral Palsy  

�   Convulsions/Epilepsy  

�   Diabetes  

�   Ear Infections (Chronic)  

�   Eczema  

�   Genetic Disorder  

�   Head Injury  

�   Hearing Disability  

�   Heart Murmer  

�   Heart Condition  

�   Hepatitis  

�   High Blood Pressure  

�   Jaundice  

�   Kidney Disease  

�   Learning Disability  

�   Liver Disease  

�   Measles  

�   Mononucleosis  

�   Psychiatric Care  

�   Respiratory Issues  

�   Rheumatic Fever  

�   Seizures  

�   Sinus Problems  

�   Speech Delay   

�   Stomach/ GI Problems   

�   Tuberculosis  

�   Tumor  

�   Vision disability  

�  Other (please explain) 

_____________________________

_____________________________

_____________________________

 

Female Patients:  

Currently taking birth control pills? Yes  �      No �         Is patient currently pregnant?   Yes  �      No �    

 

Do you have a need to speak with your dentist in private before the appointment?  Yes  �      No �   �
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                                  Patient Name ________________________ 

 

 

�
�������
�������

�

     This is my authorization for Drs. Biggs and Tingling to perform all necessary diagnostic, preventative, 

restorative, surgical, orthodontic and associated dental treatment for my above-named child.  I understand that all 

efforts will be taken to inform me of any medical procedure before application. The information I have provided is, 

to the best of my knowledge, accurate and complete.  I authorize consent for the release of all information 

concerning my child’s dental health and treatment history to third-party payers and other health professionals. 

 
Signature of Responsible Party _____________________________________Date____________ 
 

Signature of Responsible Party _____________________________________Date____________ 

 

Reviewed by____________________________________________________Date____________ 
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