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Welcome to Newmarket Dental. Please complete this form as accurately as possible, s0 that we can provide the best care for your child. This

information will be kept confidential.

GENERAL INFORMATION
Todayis Date

Patient Name

Date of Birth

Nickname Hobbies

School Grade

Motheris Name Home Phone Business Phone
Address City/State/Zip

Fatherés Name Home Phone Business Phone
Address City/State/Zip

Whom may we thank for referring you to our office?

INSURANCE INFORMATION

Is your child covered under a dental insurance plan? r Yes r No

If yes, what is the name of the dental insurance company? Group #

Address of insurance company Phone number

Name of Insured Parent DOB ID #

Employer

HEALTH HISTORY

Family physician or pediatrician and phone number

Does your child have a history of any of the following?
r asthma r diabetes
I anemia - finger sucking

Has your child ever experienced allergic reactions to:

r penicillin  r novocaine/anesthetics r latex ¥ other (please specify)

Please list any medications your child is currently receiving:

Has your child had a negative dental experience? If yes, please describe:

r kidney trouble

r rhuematic fever

- excessive bleeding r seizures or epilepsy r other

r heart trouble

Signature of Parent/Guardian Date



