
       Child Information Form 
  Date: ______________ 

 

WELCOME! 

To assist us in providing the most complete service, please provide the following information and health history. 

Patient Name (First, Middle, Last)____________________________________________    Nickname_______________________________ 

Birth Date ___________ Age __________  Gender:   M   or   F       School ______________________________________________________ 

Grade_________   Adopted? Y or N -- At What Age? ______ Brothers/Sisters (Name and age)__________________________________ 

Dentist___________________________________________ Physician___________________________________________________________ 

Who should we thank for referring you? ________________________________________________________________________________ 

Parent 1 – Mother / Father / Guardian                                       Parent 2 – Mother / Father / Guardian / None 

 

Person financially responsible for the account: _________________________________________________________________________ 

Signature: ______________________________________________________ Date: _________________________________________________ 

 

Primary Dental Insurance Only           

 

 

 

 



 

 

Medical History                             Dental History 

 

Other Allergies: __________________________________________      Currently Under Physician’s Care?     0 Yes  0 No 

Current Drugs/Medications_______________________________      Physician______________________ Reason __________________      

Comments ____________________________________________________________________________________________________________ 

 


