MINOR/CHILD CAROLYN J. MALON, D.D.S.
REGISTRATION STEPHEN M. MORAN, D.D.S.

(PLEASE PRINT)

Phone PATIENT INFORMATION Date

‘Name of Minor/Child _

Mallmg Address

Person hnancsaﬂy msponsuble '

Wcrk F’han#-'-' e

;f:Whom may we thank fm raf. rmg you'?

INSURANCE

_:Mother sl Guarduan s Name

_____ | Address (if .differen_t from pat_ient’s}" ::;

 Home Phone.__. . WorkPth . __ | HomePhone ___ . WorkPhom.:' ...
: 1 (af mﬁerem fmm above) - (if different from above) ' _ {uf dxﬂerenx!rom aizove) - _ _-{i_f_t_:l‘rffgr‘e_nt from ;ahov;g)'-

Bt Bece _____Bitndate. Soc Sec# . ____ Birthdate

:'Do yeu have dental msurance ccwerage for mmor!mlld'? D Yes B No | Da you have dental insurance coverage for mmorichntd" El Yes Ej No .

0 Plan Name o Plan Name

: Phoﬂe No. Phone No

Address

- ..-Add;ess- .

| Policy# . o . Policy#

I your child eligible for treatment under Medical Assistance? [_] Yes [ 1No Child’s Medical Assistance Identification#

EMERGENCY CONTACT

] ln the avent of an emergency, whom shouid we contact'?

;Name - o - . - ' Fiela_tiqhéhig_3 _ . . :Phgne

Nare. . . VomtonsHp . FPhore

DENTAL HISTORY

Dateoffastvistioadantist . For what ssrvice .
3 = . - ' L YES NO ' ' YES NO
: Has chllci wmpiamed about dental problems'? e S B D Is fluoride taken in any form? = [:}[:]

Does child brush teeth da:ly" . : [ [0 anyinjuries to mouth, teeth, head? -

.Does chﬁd use floss every c#ay'? _ : i D D Any unhappy dental experrencas?

' Any mouth habats thumbsuckmg, nail bmng, mouth breathmg, pacmer steaptng with bottle etc?_

(OVER)



MEDICAL HISTORY

Minor/Child’s Physician . . - City/State..___ . P
Date of last physical examination _ - Results '
L : ¢ YES NO _
Is Minor/Child under care of physician now? _ L] £ Madrcanons
Receiving any medication or drugs? . ' |:\ E]
Ever been hospitalized? . e
Ever had swgery? : ' 1 0] Awerges
Is there excessive bieeding when cut? __ ' PRt

HAS MINOR/CHILD HAD ANY HISTORY OF OR DIFEICULTY WITH ANY OF THE FOLLOWING? IF SO PLEASE CHECK ()

Claipsmiy. [] cerebrat Patsy i Epilepsy . - D-Kidngy Disease L] Rheumatlc Fever

0l Anemia : Ll Chicken Pox = Fainting . ~ []iver Disease i D Smus Problems

D Asthma . [:,1 Convulsions . : D Heariné.PrDblems . D Measles o . [:l Thy'ronci Dgsease

|:_| Bladder Problems ; D Diabetes D Heart Problems D'Mononuciebsis - ' D fubercu_iosis

:D'Cancg_r_ _ - Ll Drug/Aicohol Abuse L] Hepatitis [ Mumps . . | Other .
AUTHORIZATIONS

The mformatnon that I have given is correct to the best of my know!edge | understand that it will be heid in the stnctast of confidence,

and it is my responsibility to inform this oﬂ‘lce of any changes in my chﬂd’s medccal status. | authorize the dental staﬁ to perform the
necessary denta& services for my minorlchrld e . .

- Signature of Parenthuardlan - '_'3::_ - " ‘Date

RELEASE AND ASSIGNMENT

lcemfy that my mmor/chﬂd is covered bymsurance wnth o .: -

-_and ass;gn chrectfy tG Dr

Sagnawre of Parenthuardla .
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