Patricia I. Juarez, D.M.D.
50386 Jericho Turnpike, Suite 307 » Commack, NY 11725
Tel 631-486-6220 - Fax 631-486-6222 - www.allaboutsmilesny.com

PATIENT
INFORMATION

INSURANCE

DENTAL HISTORY

We are pleased to welcome you and your child to our practice.
Please take a few minutes to fill out this form as completely as you can.

Date _ SS/HIC/Patient 1D # Birthdate
HName of Minor/Child ___Sex OM OF Age
{ast Name First Mame Nagis st
Nickname K Hobbies Celi Phone{ )
Home Address :
Breat Cuy St Zp
Mailing Address _ ==
Streat City St Zip
Schoot Name School Phone ()
Person financially responsible Home Phone { ) Work Phone { 1
Whom may ws thank for referring you? _ Phone #{ }
Father's/Guardian's Name e i Mother's/Guardian's Name
Address (if difierent from patient’s} Address (if different from patient's}

# Work # ] # # .
Hoe ) T Gligrent from abovey et }t&m b “iFafEent fiom anover Wodlt 3 {it GHterent foors 3bove)
E-mail v el E-mail ____ el
Emplaoyer Employer
Soc.Sec.# _______ Binhdale Soc. Sec. & _ . Birthdate __ L e
Do you have denial insurance coverage for minar/ichild? i Yes [ No Do you have dental insurance coverage for minor/child? £ Yas U No
Plan Name Phona{ V. Plan Mame Phone{ § ___ e
Address Address i,

Group# Paolicy # Group # ~ Policy #
Date of Jast visit to a dentist For what service?
Yes Ne Yes No
Has child complained about dental problems?................. o O Is flueride taken inany form? oo @3 O
Does child brush teeth daily?......ccnvnevimvnnscciicee. @0 0O Any injuries to mouth, feeth, head? .....ccecrvreemenens EE o
Does child use 1loss every day? ..o, B B Any unhappy dental experiences? ... S e By O
ANYIeaming PIORIBNIBT . ... insidiicmiiivinsresrensiser o) 0 Any schoo] probIems? ......cicacsancsnsssssicsmmin e a O
O

Any mauth habits - thumbsticking, nail biting, mouth breathing, pacifier, sleeping with botile, etc? ... s




Pediatrician _____ Address & Phone#

Yes No

Is Minor/Child under care of physician now? _..._............. O a Medications _
-~ Receiving any medication or drugs? .......ccccueennvrenns B a
=
g Ever baen hospllalzed? ... .. v i masmmsione ] d
(74
Eall EVEERAD SUISIVE s e 0 Allergies

Is there excessive bleeding whencut? ..o B o

Has minor/child had any history of or difficulty with any of the following? If yes, please check (v}

0 ALDS/HLV 0 Cerebral Palsy 0O Epilepsy O Kidney Diseass O Rheumatic Fever
O Anemia O Chicken Pox 0 Fainting O Liver Disease O Sinus Problems
O Asthma O Convulsions O Hearing Problems O Measles 1 Thyroid Disease
O Bladder Problems 0O Diabetes O Heart Problems 2 Mononucleosis O Tuberculosis
0 Cancer O DruglAleohot Abuse O Hepatitis O Mumps 0 Other

ADHOD 0O ADD &0 PDD O HYPERACTIVITY 0O OTHER

Autism Spectrum

Sensory Issues

ATTENTION
BEHAVIOR

Social Issues

To the best of my knowledge, the above information is complete and correct. | understand that it is my respensibility to inform my doctor if
my minor child ever has a change in heaith,
Minor/Child Consent

I .am the parent, guardian, or perscnal representative of e e
Pieaze Print Name of Minae/Chag

and there are no court orders now in effect that prohibit me from signing this consent. | do hereby request and autheorize the dental staff fo
perform necessary dental services for the child named above,

Insurance Assignment and Release
| certify that my dependent(s) is covered by insurance with

Name of Insuranes Company {les)

and assign directly to Dr. all insurance benefits, if any,

otherwise payable to me for services rendered. | understand that | am financially responsible for all charges whether or not paid by
insurance: | authorize the use of my signature on all insurance submissions.

=z
o
=
N
x
o
o
o
=
=X

The above-named doctor may use my minor/child’s heaith care information and may disclose such information to the above-named
insurance Company (ies) and their agenis for the purpose of oblaining payment for services and determining insurance benefits payable
for related services. | have reviewed the offices *Motice of Privacy Practice™ policy.

Signatyre ¢f Parent, Guardian or Parsonal Ropresentative 7 : Date

Please Pres Name of Parent, Guardan o7 Perzonal Representative Retaticnship to Pabient

TO BE COMPLETED AT LATER VISIT
Has there been any change in patient's health since iast dental appointment? O Yes [ No

'lﬂ It yes, please describe
= : \ : 3
(o} Is patient taking any new medications? [ Yes [ No I yes, please list e R R
&
=
Date BarentCuardian Signature
Oalencs o= o DatliiSianstunacr o ot e e e



