
 

Tell Us About Your Child: 

Name: _______________________________________________ 

Birth Date: ____________________        Male       Female 

Nickname: __________________  Weight: _________________ 

 

Responsible Party Information:  

Mother/Guardian: ____________________________________ 

Cell Phone: _________________  Texting Ok?:      Yes      No 

Address: _____________________________________________ 

Employer: __________________   Birthdate: ___/___/______ 

Email: ______________________________________________ 

Father/Guardian: ____________________________________ 

Cell Phone: _________________  Texting Ok?:      Yes      No 

Address: _____________________________________________ 

Employer: __________________   Birthdate: ___/___/______ 

Email: _______________________________________________ 

 

Insurance Information:  

Primary Insurance Company: ___________________________ 

Insurance Co. Phone #: ________________________________ 

Group #: ________________   ID#:  _____________________ 

Subscriber:  __________________________________________ 

Subscriber’s SS #: _____-_____-_______    

 

Secondary Insurance Company: _________________________ 

Insurance Co. Phone #: ________________________________ 

Group #: ________________   ID#:  _____________________ 

Subscriber:  __________________________________________ 

Subscriber’s SS #: _____-_____-_______    

 

Accompany Members - Please list any adults (non-

parent/guardians) who may be bringing your child to their 

appointments. Leave this space empty if not applicable.  

Name: _______________________________________________ 

Relationship to Patient: _______________________________ 

Permissions (check any box below to allow that permission):  

     Schedule Appointments        Consent to Treatment 

     Update Account Info.          Access Financial Info.  

 

Name: _______________________________________________ 

Relationship to Patient: _______________________________ 

Permissions (check any box below to allow that permission):  

     Schedule Appointments        Consent to Treatment 

     Update Account Info.          Access Financial Info.  

 

Other Information:  

Please list any other children in your family that we have 

seen before: __________________________________________ 

 

How did you hear about our office?: _____________________ 

 

What are your primary dental concerns for your child?: ____ 

_____________________________________________________ 

_____________________________________________________ 

 

Is this your child’s first dental visit?: __________________ 

Name of previous Dentist: _____________________________ 

Date of last dental appointment: _______________________ 

Were X-rays taken? : __________________________________ 



Please use other side If additional space is needed.

Has your child ever Injured their teeth or jaws?

n Yes n No If yes when:
Does your child have a history of the following:

Nursing/Bottle Habits D Past [H Present
Thumb/Finger Sucking D Past EH Present
Pacifier D Past D Present
Teeth grinding/Clenching ED Past ED Present
Has your child ever had an unfavorable medical/dental
experience? Please Explain:

How do you think your child will act at the dentist office?

Medical History

Who is your child's primary care physician?

Name: Phone;

Is your child currently under their care for a medical

problem? ED Yes ED No If yes, please explain:

Is your child currently taking any prescription or over-

the-counter medications? D Yes D No If yes, please
explain:

Has your child ever been hospitalized or had surgery?

D Yes n No If yes, please explain:

Is your child allergic/sensitive to latex, acrylics or metals?

n Yes ED No If yes, please explain:

Is your child allergic to any medications/foods?

n Yes D No If yes, please explain:

Has anyone in your family had a negative reaction to any
local or general anesthetic?

ED Yes ED No If yes, please explain:

Has your child had any of the
problems:

Anemia

Arthritis

Asthma (Severity: ]

following medical

Autism/Sensory Disorder

Blood Disease

Bone/Joint Problems

Bruise Easily

Cancer, Malignancy, Chemotherapy or
Radiation Please Explain:

Cerebral Palsy

Chronic Adenoid/Tonsil Issues

Chronic Ear Infections

Cleft Lip/Palate

Congenital Heart Defect

Developmentally Delayed

Diabetes

Epilepsy/Seizures

Fainting/Dizziness

Growth/Development Problems

Heart Surgery/Murmur/Defects

Hearing/Speech Problems

Hemophilia

Hyperactivity/ADD

Neurological Disorder

Rheumatic Fever

Seasonal Allergies

Tuberculosis

n Yes

n Yes

n Yes

n Yes

□ Yes
□ Yes
□ Yes

□ Yes
□ Yes
□ Yes
□ Yes
□ Yes
□ Yes
□ Yes
□ Yes
□ Yes
□ Yes
□ Yes
□ Yes
□ Yes
□ Yes
□ Yes
□ Yes
□ Yes
□ Yes
□ Yes

□ no
□ no
□ no
□ no
□ no
□ no
□ no

□ no
□ no
□ no
□ no
□ No
□ no
□ no
□ no
□ no
□ no
□ no
□ no
□ no
□ no
□ no
□ no
□ no
□ no
□ no

Is there anything else that we should know about your

child?
Are you interested in orthodontics if your child would
benefit from braces? □ Yes □ No
I authorize Pediatric Dental Associates of Albany to administer necessary medications and perform such diagnostic, photographic, preventive,
therapeutic, and restorative procedures a may be necessary for proper dental health and care. I understand that no treatment will be started
until such recommended treatment, time involved, and financial investment has been discussed with me by either one of the Doctors or one of
their staff members. The information on this page and the dental/medical history is correct to the best of my knowledge. I grant Pediatric Dental
Associates of Albany the right to release my child's dental/medical histories and other information about my child's dental treatment to third
party payers and/or other health professionals I attest that I have answered this dental/medical history to the best of my knowledge and have
disclosed my child's complete health history on this document.

Parent/Guardian Signature:.
Dentist Signature:

Reviewed On:

Today's Date:

Today's Date:
Reviewed On: Reviewed On: Reviewed On:






