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We would l i ke to welcome you and your ch i ld to our off ice !  Our pract ice goal  i s  to improve the l ives of 
ch i ldren by opt imiz ing thei r  ora l  health wh ich wi l l  benef it  thei r  overa l l  wel lness.  We wi l l  accompl ish th is 

state of the art treatment with a fr iendly approach focus ing on the ch i ld 's  specia l  needs.  P lease f i l l  out 
th is  form, pr int,  s ign ,  and br ing with you to your appointment.

Patient Information

Name:​​____________________________________________________________  Nickname:__________________

Date of B i r th :_____________    c    Male    c  Female     Socia l  Secur ity #____________________________

Home  Address :______________________________________________________________________________

Parent/Guardian Information

Name:_____________________________ Date of B i r th :__________ Relat ionsh ip to Pat ient :_____________ 

Phone Numbers :  Home:______________________ Work :__________________  Mobi le :__________________

Emai l  Address :  _____________________________________________________________________________

Dental Insurance Information

Insurance Company Name:___________________________________ Group Number :__________________

Insurance Company Phone:  __________________  Insured Name:____________________________________

Relat ionsh ip to Pat ient :___________________________________ Insured SSN:_______________________

Insured Date of B i r th :_______________________ Insured Employer :________________________________

Medical History 

c  Fu l l  Term B i r th or  c Premature B i r th :  _____Weeks. 

Any b i r th compl icat ions?  c No  c Yes :______________________________________________________

Any medical  i ssues after b i r th? c No   c Yes :__________________________________________________

c Hospita l  	 c Bir th ing Center	  c Home B i r th 	   B i r th Weight :_______ Current Weight :______

c Breast Feeding 	  c  Bott le Feeding :  c  Breastmi l k      c  Formula :  ______________________________

Breastfeeding Problems :    

c Maternal  Pa in/Symptoms:  ________________________________________________________________     

c   Lactat ion Consu ltant :_____________________________________________________________________

New Patient Form
Children Under 1 Year

c  Latch I ssues	

c  Mi l k  Transfer I ssues		

c Excess ive A i r /Gas  

c L ip B l i ster

c  Stay ing on Breast

c Long BF Sess ion

c Feeding F requency

c Ref lux
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Medical History 

Has your ch i ld had any of the fo l lowing condit ions?

Any problems not l i sted above c No  c Yes :_________________________________________________________

Please l i st  a l l  medicat ions your ch i ld i s  cur rent ly  tak ing :  c None _________________________________________

______________________________________________________________________________________________ 

I s  Your Ch i ld ALLERGIC or has your ch i ld had an ADVERSE REACTION to any medicat ion?

c No  c Yes :  __________________________________________________________________________________

Surger ies or Anesthes ia H istory :  c None  c Yes :______________________________________________________

Any h istory of l i fe-threaten ing anesthes ia compl icat ions in the fami ly? c No   c Yes :_______________________

______________________________________________________________________________________________ 

Pr imary Phys ic ian/Pediatr ic ian :_________________________________  Date of Last Exam: ____________________ 

I s  your ch i ld up to date on their  vaccines?  c Yes c No

Other Phys ic ians/Specia l i sts :________________________________________________________________________

I understand that the information that I  have given is  correct to the best of my knowledge and it  i s  my 

respons ib i l i ty  to inform the off ice of any changes in my ch i ld ’s  medical  status.  I  g ive consent to the doctors to 

exam my ch i ld . 

I  have had fu l l  opportun ity to read the Consent form and Not ice of Pr ivacy Pract ices (H IPAA) .

The parent or guard ian who accompan ies the ch i ld i s  respons ib le for payment at the t ime of serv ice un less  pr ior 

ar rangements have been approved.   I  have had fu l l  opportun ity to read the Off ice F inancia l  Po l ic ies.

Parent/Guard ian Name____________________________________________________________  Date:  __________

Signature :______________________________________________________________________________________  

c  Anemia
c  H igh B lood Pressure
c  Delayed Development
c  D iabetes/Endocr ine Disorder
c  Ear Infect ion
c  Emot ional  D isturbance
c  Syncope/Faint ing Spel l s
c  Hear ing Impairment

c  K idney Disease
c  Asthma/Lung Problems 
c  Cancer 
c  Heart Condit ion/Murmur
c  Psych iatr ic Problems
c  Immunologic Disorder/H IV 
c  Seizures/Ep i lepsy
c  Herpes

c  Rheumatic Fever
c  L iver Disease/Hepat it is /Jaundice
c  B leeding Disorder/Hemoph i l ia
c  Aut ist ic Spectrum Disorder/ 
    Aspergers

Child’s Name:__________________


