
Please help us keep our records current on our patients.

Patient’s Name:

1. Has there been any change in the patient’s health or medical history since the last visit?

3. Has there been any injury to the teeth, head or neck since the patient’s last visit?

4. Is there any condition or problem you wish to bring to the Doctor’s attention this visit?

2a.   Has child had any history of or difficulty with any of the following?                    Please check Y or N

2b.   Is child allergic to, or ever had an adverse reaction to the following?                   If Yes, please circle

Barbiturates

Authorization

The information that I have given is correct to the best of my knowledge.  I understand that it will be held in the 
strictest of confidence, and it is my responsibility to inform this office of any changes in my child’s medical 
status.  I also understand the use of anesthetic agents embodies a certain risk.  I authorize the dental staff to 
perform the necessary dental services for my child.  I understand that I am financially responsible for all 
charges whether or not paid by insurance.  I also understand that responsibility for payment for dental services 
provided in this office for my child is mine, due and payable at the time services are rendered unless financial 
arrangements have been made IN ADVANCE.  I hereby authorize the dentist to release all information necessary 
to secure the payment of benefits.  I authorize the use of this signature on all my insurance submissions, wheth-
er manual or electronic.  I further understand that it is my responsibility to inform this office of any changes in 
my child’s insurance coverage.  I understand that where appropriate, credit bureau reports may be obtained.

Signature of Parent/Guardian ___________________________________________  Date __________________________

®



Actualización de Paciente 

Correo electronico

Por favor ayúdenos a tener la información del paciente al corriente

del desde su última visita?

¿Es el niño alêrgico o alguna vez ha tenido alguna reacción adversa a las siguientes sustancias? Si es afirma-
tovo, encierre en un círculo.

2. ¿Tiene el niño algún antecedente o dificultad con cualquiera de las siguientes condiciones?   Marque (?) si o no.

¿Toma algun medicamento? Si__  No__

¿Ha tenido el niño ataques asmáticos? Si es afirmativo, Ligeros__  Moderados__  Severos__  ¿Con qué frecuencia?

Comentarios:
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