Ronald L. Poulos, DDS welcome To Our Officel
Dentistry for Children

Today's Date
Child's Name Sex: M F Nickname
Birthdate Age Home Phone
Address
Siblings Names & Ages
Responsible Party
Mother Birthdate / / Social Security No. - .
Last Name First Name M.
Address Home Phone
City State Zip Code
Employed By Woik Phone
Employer Address
Father Birthdate / / Social Security No. . -
Last Name First Name M.L
Address Home Phone
City State Zip Code
Empioyed By Work Phone
Employer Address
Parent's Marital Status: (Circie one) Married Divorced Separated  Single
Legal Guardian: (Circie one) Mom Dad Other {Please Name)
Person Financiaily Responsible For Child Phone
Address
Emergency Contact: Name Phone
Dental Insurance
Primary Insurance Co. Group No.
Address
Policy Holder Relation To Patient
Secondary Insurance Co. Group No.
Address
Policy Holder Relation To Patient
Whom May We Thank For Your Referral
! Accept Responsibility For This Account
Signature of Parent or Guardian
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Ronald L.Poulos, DDS S - Health History

Dentistry for Children

Patient's Physician Phone #

Physician's Address

1. Is your child under the care of a physician for any iliness or health problem? ..., 1 Yes O No

2. Does your child have or ever had any of the following health conditions?

Abnormal Bleeding Problems .................. 3 Yes [ No | FAINING o nanrenecenee (I Yes {J No
Aids or Aids Related CompleX ........ccccene. 3 Yes Ed No | Hearing Problems .. eeveceecereeecerserions J Yes U No
ABEIGIES o.ooveerevererseerssanre s iecrareneeresannes (I Yes ' No | Heart MUIMUL ..o caserenne O Yes [ No
ATEIMIR ..o s (3 Yes L1 No | Heart Problems ......ccevimiinnceonnnns 3 Yes O No
Asthma or Other Respiratory Problems...[d Yes {1 No | Hepatitis, Jaundice or Liver Problems .....[d Yes (1 No
LY (3T - U TOR VPR 4 Yes 1 No | High Biood Pressure .......ccceeeieennvennnes Q Yes [ No
Artificial Limb or Implant ..., Jd Yes {1 No | HyperaCtivity ......c.coeveireeceeeeveece e J Yes [ No
Biadder DisOrder . imrinvicrerrieeannas  Yes [ No | Kidney DISOrGers ...ccovveeverevererrersesnens [ Yes [ No
[z3sTol I BTTTe {s =1 SNSRI d Yes [ No | Learning Disability .....ccooooevriiemievvensivnnens A Yes [ No
Biood Transfusion .......cocreeeerecmiesnie e, d Yes [J No | Mental Retardation ..........cooreeeeerennenn () Yes [d No
07T T OO J Yes [J No | Premature Delivery....c...cocoovveneiceeccca. J Yes [ No
Cerebral PalSy ......cocccvvcernrereanensrenr e [ Yes [d No | Pregnancy ......ceeresmenmeresns (3 Yes ([ No
Convulsions or Seizures .......cccveeernn. W4 Yes L1 No | Radiation Therapy ..o ienniceceiinns (3 Yes [ No
DHADBLES ...t em e O Yes {d No | Rheumatic Fever or Heart Disease ......... J Yes L No
Ear, Nose or Throat Problems ... O Yes L1 No | TUBEICLIOSIS woveeeeeeeeeereeere e 1 Yes 1 No
Emgtional Problems .......c.ccvveenmeriennnn, [J Yes [ No | Hyper or Hypo Thyroidism ......cocooveevicee 4 Yes O No
Piease explain "yes" answers
3. Does your child have any disease, syndrome or handicap not listed above? ... I Yes [ No
If yes, describe
4. 1s your child taking any over the counter drugs or prescription medications? .........ccvcvvvccnrmniciece e 3 Yes 1 No
if yes, name of medication(s) _
5. Has your child had any allergies or any adverse side affects o any drugs or medications, including
local anesthetic, peniciliin, codeine, fluoride, 810.7 ... s (1 Yes O No
it ves, name of medication(s)
6. Has your child ever been hosDItAIZEAT ... bbb asaers [ Yes &1 No
7. Has your child ever had any SUrgeries? ... {3 Yes [J No
8. Has your chitd or any relative had a problem with general anesthesia? ..o, J Yes Ll No

Doctor Notes

9/08 {over)



Rongld L. PCI}UEOS, DDS ) Den‘td! Informd‘non
Dantistry for Chifdren

1. Is this your child's first visit 10 the dentis? .. i et oo s 4 Yes [J No
2. Has vour child complained about dental problems? e e s QYes [dNo
3. When was your chitd's 12st 11D 10 the BRLST? ... ivicireiisrsrrreereeires iusssiemiierssse s sanssss ssmeessnssisaessssesseenen T ves O No

Name of previous dentist

4. Has your child had an unhappy dental eXperiENCAT .......ciierriiimir et ae s iasie e reeeeeeeeeseeeeenes 3 Yes O No

5. Who brushes your child's teeth? How Cften?

6. Do you drink well water, city water or bottled water?

7. i8 your child going to sleep with a bottie? .......... ettt ermeEeereeteaeeeniaenseAmerEeeaeeeaaetteeaeeeaaeasrana i rrannrrrerraanen (3 ves O No

8. What does the bottle contain: T} Water I Mik CJ Formuia O Juice L} Other

9. 15 your child presently DISast RSN . oo i e e s srreees st e e s e e see s caseebansmaasses e sranesenereaenieansesenes 3 Yes U No
10. Any orat habits (thumb sucking, pacifiers, nail bBiting, @10.)7 .o e L} Yes LJ No
11. Any history of injuries to mouth, 10eth, 0T head? ... et W Yes [ No

If yes, describe injury

The statements on both sides of this form are, to the best of my knowiedge true and correct. 1 agree to report any health
changes to the Doctor prior to any treatment. | hereby authorize the Doctor and staff fo provide examinations, x-rays and
proceduras to diagnose oral and dental disease and to provide necessary dental services.

Patients Name Signature of Parent or Legal Guardian Date
L]

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
You May Refuse to Sign This Acknowiledgment

L, . acknowledge that | have been given the opportunity to read a
copy of this office’s Notice of Privacy Practices, and | am aware thaf a copy will be made available at my request.

{Please Print Name) {Date;}

{Signature}

For Office Use Only

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, but acknowledgment count
not be obtained because:

individual refused to sign
Communications barriers prohibited obtaining the acknowledgment

An emergency situation prevenied us from obtaining acknowledgment
L Other {please Specify)




