





	PatientHealth_Child_Fields_Final_7_30_19
	SS_PatientHealthForms_Side_1FINAL
	SS_PatientHealthForms_Side_2OO

	PatientConsentForm_Fields

	Date: 
	Childs Name: 
	MonthCHILD: 
	DayCHILD: 
	YearCHILD: 
	Age: 
	Nickname: 
	SS: 
	School: 
	Billing Address 1: 
	Hobbies: 
	Billing Address 2: 
	Home: 
	Previous Address 1: 
	Address 1: 
	Previous Address 2: 
	Address 2: 
	Home#: 
	Work#: 
	Email_PersonResp: 
	Name: 
	Relation: 
	Name_5: 
	Employer: 
	How did you hear about us?: 
	SS#: 
	Y: Off
	N: Off
	Mother: Off
	Dentist: 
	Name_4: 
	Relationship: 
	Relationship_2: 
	Single: Off
	married: Off
	Partnered: Off
	Separated: Off
	Name_6: 
	Relationship_3: 
	orthoCovY: Off
	Stepmother: Off
	Guardian: Off
	Other3: Off
	OtherText: 
	orthocovN: Off
	Yes_Custody: Off
	No_Custody: Off
	Insurance Co Name: 
	Name_2: 
	Month2: 
	custodyFY: Off
	Day2: 
	Year2: 
	Insurance Co Address 1: 
	Wk: 
	Cell: 
	Insurance Co Phone: 
	contactMeEmail: Off
	contactMePhone: Off
	contactMeBoth: Off
	father: Off
	GroupPolicy: 
	stepF: Off
	guardian: Off
	OtherF: Off
	custodyFN: Off
	contactPhone2: Off
	contactBoth2: Off
	Guard: 
	Policy Owner Name: 
	Relationship to Patient: 
	Name_3: 
	Wk_2: 
	Last Visit: 
	Insurance Co Address 2: 
	Month3: 
	Day3: 
	Year3: 
	Policy Owner Birth Date: 
	Cell_2: 
	Policy Owner Employer: 
	Email: 
	Employers Address: 
	contactEmail2: Off
	Whatmn we do to help your childs smile 1: 
	Whatmn we do to help your childs smile 2: 
	LipY: Off
	ADDN: Off
	nurseN: Off
	LatexY: Off
	BleedY: Off
	BleedN: Off
	diabY: Off
	diabN: Off
	ADDY: Off
	handiY: Off
	phenfenN: Off
	DrugsY: Off
	DrugsN: Off
	hearY: Off
	hearN: Off
	hospY: Off
	hospN: Off
	murY: Off
	murN: Off
	evalY: Off
	evalN: Off
	OpY: Off
	OpN: Off
	hemY: Off
	hemN: Off
	BonesY: Off
	BonesN: Off
	hepY: Off
	hepN: Off
	valveY: Off
	valveN: Off
	hivY: Off
	hivN: Off
	injuryY: Off
	injuryN: Off
	YesD NoD: 
	astY: Off
	astN: Off
	kidY: Off
	kidN: Off
	CancerY: Off
	CancerN: Off
	lupY: Off
	lupN: Off
	removedY: Off
	removedN: Off
	heartY: Off
	heartN: Off
	rheY: Off
	rheN: Off
	convY: Off
	convN: Off
	tubY: Off
	handiN: Off
	tubN: Off
	phenfenY: Off
	teethY: Off
	flossY: Off
	teethN: Off
	painY: Off
	painN: Off
	brushY: Off
	brushN: Off
	flossN: Off
	Child Doc: 
	phone #: 
	Dateoflastvisit: 
	Please list any allergies your child has including drugsfood 1: 
	Please list any allergies your child has including drugsfood 2: 
	LatexN: Off
	metalY: Off
	metalN: Off
	plasticsY: Off
	plasticsN: Off
	Please discuss any additional information of medical issues 1: 
	docY: Off
	docN: Off
	pubY: Off
	pubN: Off
	menstY: Off
	menstN: Off
	tongueY: Off
	tongueN: Off
	nurseY: Off
	GoodH: Off
	fairH: Off
	poorH: Off
	LipN: Off
	speechY: Off
	speechN: Off
	MouthY: Off
	MouthN: Off
	thumbY: Off
	NailY: Off
	NailN: Off
	clenchY: Off
	clenchN: Off
	Please discuss any additional information of medical issues 2: 
	Please list all medications that your child is currently taking 1: 
	thumbN: Off
	Please list all medications that your child is currently taking 2: 
	printedName: 
	datePrint: 
	Patient's Name: 
	GuardSig: 
	Date1CONSENT: 
	Patients Address: 
	Patients Sig: 
	relation: 
	date2CONSENT: 


