
ANESTHETIC MED ALERTCHILD MEDICAL/
DENTAL HISTORY

CHILD’S NAME ________________________________________________________ DATE _______________________________
LAST FIRST MIDDLE

We are concerned about your dental and medical health. The following information is requested to thoroughly diagnose any condition and to render
the highest possible standards of professional service. All information will be kept strictly confidential.

PHYSICIAN ________________________________ PHONE NO. ______________ LAST MEDICAL EXAM DATE _____________
YES NO

Is child now in good health? ................................................................................................................ *
Is child under care of physician? ......................................................................................................... *
If yes, why ______________________________________________________________________
Is child receiving any medication or drugs?........................................................................................ *
Please list ______________________________________________________________________
Is child allergic to penicillin, other drugs, anesthetics? ...................................................................... *
Please list ______________________________________________________________________
Is there any excessive bleeding when cut? ........................................................................................ *
Has child had surgery or been hospitalized? ..................................................................................... *
Is surgery contemplated? .................................................................................................................... *
Is child subject to nervous disorders, dizziness or fainting? .............................................................. *
Does child have any physical limitations? .......................................................................................... *
Are there any emotional problems? .................................................................................................... *

Has child any history of or difficulty with any of the following? Please check those that apply:
 A.I.D.S./H.I.V. Pos.
 Anemia
 Asthma
 Bladder

 Cerebral Palsy
 Circulatory Problems
 Chronic Sinus
 Convulsions

 Diabetes
 Epilepsy
 Healing
 Hemophilia

 Heart
 Hyperactivity
 Kidney
 Latex Allergy

Are there any other problems or other information we should be aware of? ______________________________________________
__________________________________________________________________________________________________________

Doctor’s Medical Summary ____________________________________________________________________________________
__________________________________________________________________________________________________________

Medical Update: _____________________________________________________________________________________________
__________________________________________________________________________________________________________

DENTAL HISTORY YES NO
Is this child’s first visit to a dentist? .....................................................................................................
If not, when was last visit, and what services were provided? _____________________________
______________________________________________________________________________

Does child have any particular dental problem, discomfort or pain? ................................................. *
If so, what? _____________________________________________________________________
Has child had any unfavorable dental experience? ........................................................................... *
Explain ________________________________________________________________________
Have any teeth been extracted? ......................................................................................................... *
Orthodontic appliances worn now or in the past? .............................................................................. *
Has child received a local anesthetic or nitrous oxide? ..................................................................... *
Does child eat well balanced meals? .................................................................................................. *
Does child brush teeth daily? .............................................................................................................. *
Do you assist child with tooth brushing and flossing? ........................................................................ *
Does child wear protective mouthguard during sports? ..................................................................... *
Do you have fluoridated water in home? ............................................................................................ *
Do you use any water filtration systems in your home? ..................................................................... *
Does child drink bottled water extensively? ........................................................................................ *
Is fluoride taken in any form - drops, tablets or rinse? ....................................................................... *
Do you desire complete dental service? ............................................................................................. *
Do you have any questions or concerns? ........................................................................................... *
Please explain __________________________________________________________________
Child’s attitude toward dentistry _____________________________________________________

Doctor’s Dental Summary _____________________________________________________________________________________
__________________________________________________________________________________________________________

Staff reviewer’s initials ________________ Date _______________________

To the best of my knowledge, all of the preceding answers are true and correct. If child has any change in health, or if medicines
change, I will inform the doctor at the next appointment without fail.

X_________________________________________________________ __________________________
PARENT’S/GUARDIAN’S SIGNATURE DATE

 Liver
 Rheumatic Fever
 Thyroid
 Tuberculosis



PATIENT INFORMATION Date _______________________

Patient’s Name ______________________________________________________________________________________________
Last First Middle

How would you like to be addressed (nickname) ________________________________________ Male Female 

Address ___________________________________________ City ___________________ State ______ Zip Code ____________

Telephone _________________________________________ Age _______________________ Birthdate ____________________

Parent or Guardian ___________________________________________________________________________________________

Address if different __________________________________ City ___________________ State ______ Zip Code ____________

Parent employed by ____________________________________________________ Work phone ___________________________

Child’s School ___________________________________________ Grade _________ Hobby/Sports _______________________

Other family members treated in our office ________________________________________________________________________

REFERRAL INFORMATION
Whom may we thank for referring you to our office?

 Another patient, friend  Another patient, relative  Dental office  Yellow pages  Work  School  Other

Name of person or office referring you to our practice _______________________________________________________________

RESPONSIBLE PARTY
If parent or guardian is not financially responsible for professional services, please indicate who is responsible.

Name _______________________________________________________ Relationship __________________________________

Address ____________________________________________________________________________________________________

City _________________________________________________ State ____________________ Zip Code ____________________

Social Security Number _________________________________ Telephone ____________________________________________
I acknowledge responsibility for payment of dental services rendered to above named patient, including any amount not paid by insurance company
(if any). If for any reason the account should become delinquent, I agree to pay for all collection and legal fees.

Signature of responsible party _________________________________________________ Date ____________________

INSURANCE INFORMATION
Primary Carrier Secondary Carrier

Subscribers (employee) name _______________________________ _______________________________

Relationship to patient _______________________________ _______________________________

Birthdate / Social Security No. ___________ / __________________ ___________ / __________________

Employer _______________________________ _______________________________

Insurance Company _______________________________ _______________________________

Group or Policy Number _______________________________ _______________________________
I authorize release of any information regarding dental treatment of above named patient and payment directly to Fishers Family Dentistry of the
insurance benefits otherwise payable to me.

Signature of Insured Person____________________________________________ Date __________________

For office services, we ask that you pay as you go. We will be happy to file a claim with your insurance company for your reimbursement. When we do extend your
credit, you will receive a statement each month. We file insurance claims promptly and any payments from your insurance company are usually received within 30
to 45 days. When any part of your balance becomes 60 days old, a service charge of 1.5% per month (18% per year) may be added.

STAFF NOTES ____________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

MED ALERTCHILD REGISTRATION




