
Promenade Dental Office
We would like to welcome you and your child to our office.0ur goal is to make every child's visit pleasant and educational.0ur practice is based

on preventive care. We strive to teach good oral care that will enable your child to have a beautiful smile that lasts a lifetime.

Tell us about your child Who is accompanying the child today?

TODAY'S DATE: I / NAME: BELATION:
dd mm yy

CHILD'SNAME: DOYOUHAVELEGALCUSTODYOFTHISCHILD? LYES LNO

NICKNAME: L MALE L FEMALE WHOM IVAY WE THANK FOR REFERRING YOU?

CHILD,S BIRTH DATE: / / CHILD,S AGE: OTHER FAMILY MEMBERS SEEN BY US:
dd mm YY

SCHOOL:

CHILD'S HOME #:

CHILD'S HOME ADDRESS:

CITY POSTAL CODE

PREVIOUS / PRESENT DENTIST:
{PLFASE CIRCLE ONE)

LAST VISIT DATE: / /
dd mm yy

PARENT,SMARITALSTAIUS: L L L L L
SINGLE MARRIED D]VORCED WDOWED SEPAHATED

Mothefs lnformation

NAME:

BIRTH DATE: / / SIN #
--dcFm1y

Father's lnformation

LSTEPN/OTHER LGUARDIAN NAME: L STEPFATHER L GUARDIAN

OTHER #

POSTAL CODE

EXT. #: HM #:

BIRTH DATE: / / SIN #:
-dd--ffi-yy-

E(T. #: HM #:BUS #:

EMPLOYER OTHER #

BUS #:

EMPLOYER:

Person Responsible For Account

NAME:

BILLING ADDRESS:
STREFI/AP]: #

BUS #: EXT. #: Hl\,4 #

BELATION

PROVINCE

SIN #:

Dentallnsurance

INSURANCE COMPANY NAME: INSUBANCE COMPANY NAME:

POLICY / GROUP #: DIVISION #i POLICY / GROUP #: DIVIS|ON #:

CEHTIFICATE / lD #: CERTIFICATE / lD #:

INSURED,S NAME: RELATION TO PATIENI INSURED,S NAME: RELATION TO PATIENT

INSURED'S BIRTH DATE: / / INSURED'S BIRTH DATE: / /
dd mm yy dd mm !y

INSURED,S EMPLOYER: INSURED,S EMPLOYER:

ORTHODONTICCOVERAGE? LYES LNO ORTHODONTICCOVERAGE? LYES LNO
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Why did you bring your child to the dentist today?

HAS THE CHITD EVER HAD A SERIOUS PROBLEM ASSOCIATED WITH PFEVIOUS

Has the child had any of the following medical prcblems?
please circle Y or N and underline those that apply to your child:

Y N ANEN/IAlRADIATIONTBEATMENT Y N HEARTSURGERY/PACEMAKER

Y N ARTIFICIALBONES/JOINTS Y N HEMOPHILIA/BLEEDING

YNARTIFICIALVALVESYNHEPATIIIS

YNASTHI\4AlARTHFITISYNHIGH/LOWBLOODPRESSUBE

DENTAL WORK?

PLEASE EXPLAIN:

IS THE CHILD'S WATEB FLUORIDATED?

IS THE CHILD TAKING FLUORIDATED SUPPLEMENTS?

HAS THE CHILD EVER HAD ANY PAIN / TENDERNESS IN

HIS / HER JAW JOINT IMJ / TMD)?

DOES THE CHILD BRUSH HIS / HER TEETH DAILY?

DOES THE CHILD FLOSS HIS / HER TEETH DAILY?

CHILD'S PHYSICIAN:

LYES L NO

Lvrs L_ No

L YES I- NO

LYES L NO

LYES L NO

Lvrs L_ xo

Y N BLOODTRANSFUSION

Y N CANCER/CHEMOTHERAPY

Y N CONGENITALHEARTDEFECT

Y N DIABETES / TUBERCULOSIS (IB)

N LIP SUCKING / BITING

N NAIL BITING

Y N HIV+/AIDS

Y N HOSPITALIZED FOR ANY REASON

Y N KIDNEYPROBLEMS

Y N MITRALVALVE PBOLAPSE

Y N NURSING BONLE HABITS

Y N THUMB / FINGER SUCKING

PHONE #: DATE OF LAST VISIT: / /
ddmmw

IS THE CHILD CURRENTLY UNDER THE CARE OF A PHYSICIAN? L YES L I.IO

PLEASE DESCRIBE THE CHILD'S CURRENT PHYSICAL HEALTH;

L GOOD L FAIR L POOR

PLEASE LIST ALL MEDICATIONS THAT THE CHILD IS CUfiRENTLY TAKING:

YNASPIRIN YNERYTHROIUYCIN YNTEIRACYCLINE

YNCODEINE YNLATEX YNSULPHA

Y N PENICILLIN Y N JEWELLERY/METALS Y N DENTALANAESIHilICS

LISI"ANY OTHER DRUGS / IVATERIALS THAT THE CHILD IS ALLERGIC TO:

Y N DIFFICULry BFEATHING Y N PSYCHIATRIC PROBLEMS

Y N DRUG/ALCOHOLABUSE YN FHEUMATIC/SCARLilFEVER

Y N EIVPHYSEMA/GLAUCOI!{A Y N SEVERE/FREQUENTHEADACHE

Y N EPILEPSY/SEIZUBES/FAINTING Y N SHINGLES

Y N FEVERBLISTERS/HERPES Y N SINUSPROBLEMS

YNHEARTATTACK/STROKE YNULCERS/COLITIS

Y N HEARTMUBMUR Y N VENEREAL DISEASE

PLEASE LIST ANY OTHER I.VIEDICAL CONDITION(S) THAT THE CHILD HAS EVEF HAD:

Does the child have any of the following habits?
please circle Y or N ancl underline those that appty to your chiid:

I understand that the information that I have given today is correct to the best of my knowledge. I also understand that this information will be held in the strictest confidence
and it is my responsibility to inform this office of any changes in my child's medical status. I authorize the dental staff to perform any necessary dental services that my child
may need, THE PARENT OR GUARDIAN WHO ACCOMPANIES THE CHILD IS RESPONSIBLE FOR PAYMENT AT TIME OF SERVICE UNLESS PRIOR
ARRANGEMENTS HAVE BEEN APPHOVED.

SIGNATURE DATE {dd/mm4ry)

Thank you for filling out this form completely. lt will enable us to help you more effectively- lf you have any questions at any time, please ask us. We are happy to help. Our
office is committed to meeting or exceeding the standards of infection control mandated by the Canadian Dental Association.

I verbally revrewed the medical / dental information above with patient named herein. Date: / /
dd mm yy

DOCTOR'S COMMENTS:

1. DATE: / /
ddmmW

2. DATE: / /
dd mm yy

3. DATE: / /
ddmmW

COMMENTS:

COMMENTS:

COMMENTS:

SIGNATURE:

SIGNATURE:

SIGNATURE:

lnitials:


