
PATIENT INFOR,I ATION SHEET (18 Yeors ond Above)
Potient Informotion

Potient's Lost, First Nome Nicknome

Mole or Femole Wos patient odopted? Y or N
Potient's Address

Dote

B.D. Aoe

zip

List Fomily Siblings

Potients Cell Phone: Emoil:

Insuronce/Employer Informotion (Whether you hove insurance or not)
fnsuronce Corrier: Subscriber Nome;

Employer: Employer Phoner

Dentol fns/Address: Phone:

6roup #: Member ID#:

Person Finonciolly responsible for occount?
*** Mostercard/Viso, Cosh, Check ond fnsuronce dre accepted for poyment on your occount ***

Confirnring Appointments: If you need to concel, plaose contoct our office ot leost 24 hours prior to your appointment. We olso offer
Emoilond Text confirmotions. Emoil Text

Would you like to receive stotements on your occount vio email? Yes OR No

City

Dentol Informotion
Whot is the purpose of this dentql visit?

How did you heor obout our offrce?

Potient's ttiedicol fnformotion
Ped iotricion/Physicion

Any history of the following: (Pleose check if opplies)

Previous Dentistr

X-rays from onother office? Yes OR No (If YES, they can be emoiled to office@thefunkidsdentist.com.)

Phone ( )

o ADD/ADHD o Developmentol ly. Deloyed, o Hydrocepholy/shunt

o Anemio AgeLevel 

-

o Leorning Disobility
o Anxiety/Depression Diqbetes o Liver or Kidney Problems
o Asthmo o Diognostic o Orthopedic Pi ns/Rods/Plqtes
o A utism/Asperqer'slPDD o Down Syndrome o Pregnoncy

o Birth Def ect-Premoture/Syndrome o Eotinq Disorder o Sickle Cell Diseose/Troit
o Bleedinq Disorder o Epilepsylseizures o Skin Problems

o Cancer o Gastroesophaqeal/ Acid reflux o Sleep Apneo/Snorinq/9aeqinq
o Cerebrol Palsy o G-TubeFeedinq o Speech Deloy/f mpoirment
o Chronic Eor Infections o GT Problem o Substonce Abuse

o Cleft Lip/Palate o Haarinq Loss/Deafness o Tobocco-Srnoki nqlc hewi n q / V apinq

o Cystic Fibrosis o Heart DefectlDiseose Vision Loss/fmpoirment
o HIV+/AIDS o NONE

Allergies (inc lud i n9 drug, environment, f ood):

Medications:

Potient Signoture Date

Hospitol izotions/Surgeries :

Pleose provide detoils of anything noted obove, ond ony other significont medicol history:

I

*ffiffilww



Fotient Information Updotes (tr8 Years ond Above)

Patient's Nome

Has your medical history chonged? Yes or No
Has there been a chonge in current medicotions or ollergies? Yes or No

If yES to ony of the obove, pleose exploin.

Hos your dentol insuronce changed? Y or N Tf yes, pleose write the curreni informotion ond give your cord to the Front Desk so that we

moy moke o copy.

Dste

Potient's Nome

Hcs your rnedicol history chonged? Yes or No
Hos there been o chonge in current medicotions or ollergies? Yes or No

If yES to any of the obove, plaose exploin.

Hos your dental insuronce chonged? Y or N If yes, pleose write tha current informotion ond give your cord to the Front Desk so thot we

rnoy moke o copy.

Signoture: Dote

Potient's Nome

Hos your medicol history chonged? Yes or No
Hos there been o change in current medicotions or ollergies? Yes or No

If yES to ony of the obove, pleose explain.

Hos your dentol insuronce chonged? Y or N Tf yes, pleose ryrite the current information and give your cord to fhe Front Desk so thot we

moy moke o copy.

Signoture: Dote

Signotur:e:
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