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Kitsap Kid's Dentistry
Date: / / Spmldlgﬁg?;%}%ﬁdrBa? ,ng:eghﬁésa} aTime

Patient Name: Nickname

Address: City:

Home Phone: Zip Code: Gender M _F
Alternate Contact Phone: Email:

Social Security Number: Birth date: Age

Mother’s Name: Date of Birth / / SSH

Employer Work Phone Céell Phone

Father’s Name: Date of Birth / / SSH

Employer Work Phone Cell Phone

How did you hear about us?

INSURANCE INFORMATION

PLEASE PRESENT THE FRONT DESK WITH A COPY OF YOUR CURRENT ID CARD

Name of Insured Employer:
DOB__ / / SSH# - -
Insurance Carrier Group #

Who has L egal custody of this patient?
What isthereason for your child’svisit today?

HEALTH HISTORY

Name of child’s Physician Date of last physical exam

Isyour child in good health?
Hasyour child ever had a health problem?
List
Hasyour child ever been hospitalized or had any surgical procedure performed?
Please give reason and dates?
Isyour child allergic to any medicationsor foods (latex, penicillin, bananas)?
Please List
Isyour child currently taking any medications?
Please list medication & reason
_Y__N Werethereany problemsat birth? Weight at Birth? ___Ib__ oz

List
Y _N Isyour child adopted or afoster child? If yes, please specify:
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Do you consider your child’s development & learning to be (pleasecircle): advanced normal sow

Please circleif any of the following apply to your child:

Heart Disease Bleeding/Blood Transfusions Asthma LATEX allergy Autism PPD
Mental Delays Down Syndrome Speech/hearing Seizure/Epilepsy Cleft lip/palate
Eyes/vision Cerebral palsy Congenital defect Per sonality/ Social Heart Murmur
Recurrent Headaches Cancer/Tumors Freguent Infection Tubes/Ear Infection Genetic disorder
Physical Delays Hepatitis Other Conditions

PLEASE ELABORATE ON ANY ITEMSCIRCLED:



Names & Ages of Siblings

Child’sHobbies, Pets & Interests
Favorite Snacks Foods
School Grade

DENTAL HISTORY

Y _N Hasyour child ever been to the dentist? Name of previous dentist and date:
__ Y _ N Hasyour child experienced any unfavorable experiences or reactionsto previous dental care?
Please explain:
_ Y __ N Doesyour child suck afinger, thumb, or pacifier?
Y _ N Isyour child having any dental pain? L ocation of pain:
_Y_ N
_Y _|
Y

Areyou & your child happy with your child’s smile?
Describe your concerns:

N Isyour child activein sports? List:
__N Doesyour child wear an athletic mouth guard while playing sports?

Wasyour child: _ Breastfed _ Bottlefed At what agewas it discontinued?

Doesyour childusea“sippy cup”? _ Y N Ifyes what isplaced in the cup:

Who brushesyour child’steeth? Flossing:

Please circleif your child ishaving problemswith any of the following:
Cavities Toothache/Pain Sensitive Teeth
Trauma Gum Infections Color of teeth
Orthodontics/Crowding Jaw Sounds Other

COMMENTS:

FLOURIDE HISTORY

__ Y __N Isyour homewater supply fluoridated?
Y __N Doesyour child usefluoride toothpaste?
Y __N Doyou giveyour child any other formsof fluoride?

CONSENT FOR DENTAL TREATMENT
| request and authorize Dr. Banks & her staff to examine, clean, and provide dental treatment on my child’s
teeth. | further request & authorize the taking of dental x-rays as may be consider ed necessary by Dr.Banks
to diagnose and/or treat my child's dental problem. | will allow photographsto be taken of my child or child’s
teeth for diagnostic & educational purposes. | under stand that dental treatment for children includes efforts
to guide their behavior by helping them to under stand the treatment in terms appropriate for their age. Dr.
Banks & her staff will provide an environment likely to help children learn to cooperate during treatment by
using praise, explanation & demonstration of procedures & instruments, & using variable voice tone. | will
be responsible for any chargesincurred on thischild for dental treatment. | understand that the estimated
portion of thetreatment amount is due at the time of service and that any amount left unpaid by insuranceis
my responsibility to pay within 60 days. | hereby authorize payment of dental insurance benefits, if any to be
made directly to Dr. Jessie M. Banks

Signature Date
| give my permission for the following adultsto accompany my child to future dental appointments & make
treatment decisions concer ning my child when | am not present.

NAME PHONE RELATIONSHIP

NAME PHONE RELATIONSHIP

At each appointment, our office would like to photograph your child to post on our “Kitsap Kids’ wall:
| give permission to post my child’s picturewhich isidentified by their first nameonly? _ Y _ N

1 | do not wish to receive appointment remindersvia email. Please remove mefrom your contact list.
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