
PATIENT INFOR,IAATION 5HEET
Potient Informotion

Potient's Lost, First Nome Nicknome

Mole or Femole Wos potient odoptad? Y or N
Potient's Address City

List Fomily Siblings:

Parent (#1) Lost, First nome Lst #
Address (if different thonobove)

Date

B.D. Aoe

ziP

(Cell or Lond); 2^d #

Porent (#2) Lost. First nome
Address (if difterent fhonobove)

lrt # (Cell or Lond);2nd#_

Porent's fnformafion (Whether you have insuronce or not)
Porent (iltl)

Confirming Appointments: If you need to cancel.plaose
Text snd Emoil confirmotions. Text _Emoil_ (Emoi

s.S. #_ Group # Sub/ID#

Work # Primory or Secondory

Group # Sub/ID#

contoct our office ot least 24 hours prior to your oppointmeni. We
I Addressr

B.D.

Dentol fns/Address
Employer Occupotion

Porent (#2)
B.D. _ s.s. #
Dental Ins/Address
Employer Occupotion Work # Primory or Secondory

*** ll/losfercord/Viso, CoreCredit, Cosh, Check ond rnsuranceoreacceptedfor payment on your occount ***

olso offer
)

would you like to receive statements on your occount vio emoil? yes or No

Dental Xnformation
Whot is the purpose of this dentol visit?
X-roys from onother office? They con be emoiled to office@thefunkidsdentist.com. previous Dentist
How did you heor obout our office?

Potient's rtAedicol Informotion : Pediotricion/physicion Phone ( )
of the check if

Allergies (i nc lud ing drug, environmentol, f ood) :

/l/tedicotions:

ADD/ADHDo o Deloyed, Heart DefectlDiseoseo
o Anemio AgeLevel_ HIV+/AfDSo

o Diobetes o
o Asthmo o Diognostic Leorni Disobilo

Do Autism/ Down Syndromeo o Liver or Kidney Problems
Birth Def ect -Pr emot ur e /o o Eoti Disorder ic Pins/Rods/Plateso

o Bleedi Disorder Epilepsy/seizureso Sickle Cell Diseose/Troito
o Concer o Goqtroesophogeal/Acidreflux o Skin Problems
o Cerebral G-'fubeFeedinqo o
o Chronic Eor fnfections 6f Problemo o SpeechDeloy/Impairment

o Loss/Daofness Visiono
Fibrosiso o NONE

Hospitolizations/Surgeries
Please provide details of anything noted sbove, ond ony othar significant medicol history:

Porenf Signoture Dote

o Anxiety/ Depression

Polsy

o CleftLip/Palate



Potient Informafion Updotes

Pa?ient's Nome

Hos your child's medicol history chonged? Yes or No
Hos there been a change in current medicotions or allergies? Yes or No

If yES to ony of the obove, plaosa explain.

Hos your dentol insuronce chonged? Y or N ff yes, pleose write the current informotion ond give your cord to the Front Desk so thqt we
moy moke o copy.

Signoture: Dote

Pstient's Nome

Hos your child's medical history chonged? Yes or No
Hos there been a chonge in current medicotions or ollergies? Yes or No

If yES to ony of the obove, pleose exploin.

Has your dentol insuronce chonged? Y or N lf yes, pleose write the currenf information ond give your cord to tha Front Desk so thot we
moy moke o copy.

Signoture: Date

Pqtient's Nome

Hos your child's medical history changed? Yes or
Hos there been o change in current medicotions or ollergies?

No
No

If yES to ony of the above, pleaseekploin.

Has your dental insuronce chonged? Y or N lf yes, pleose write the current informotion ond give your cord to the Front Desk so thot we
moy moke o copy.

orYes

DateSignoture: X


