
Patricia I. Juarez, D.M.D.
5036 Jericho Turnpike, Suite 307 • Commack, NY 11725

Tel 631-486-6220 • Fax 631-486-6222 • www.allaboutsmilesny.com

PEDIATRIC DENTISTRY. Poc.

WELCOME
- - - - -

We ore pleosed to welcome vou and your child to our prcctke.
Please take a few minutes to fill out this form as completely os vou can.

DatQ SSfHIC!Pa1iertll.O It 81rthdate .~ _

Age --

HQbbiss Cell Phone {

HomeAddr~ ~~------~----------~~ __- __--__-----------~-----------=_-----ShEEt CtIY .s:t!", Zop

Mailing Address --:::-- --= ~ --__:_:__--
·S!nIiIt City Sa;i! !;j:I

Person rmallClalfy responsible _ Home Phone (

Scnoot Name ~~ __ SqhQQIPhof)e (

Wo(~Phone(

\I\'hom may we thank for referring you? Pnone (I <

Fathet'stGuardian's N<lme _

Address (II dilfereol f(om patienfs) ~ _

E-mail _~~~~ ---~

Em!lloyer ~ _

Sac. Sec.1f ~ Birthd<lie_. _

Do you have.df;inlal insol<loce covemge lor minor/child? Q Yes 0 No

Plan Name ____ ~ Phone (

A(k!ress --:- _

Group" __ ~ Policy # _

Dale of last visitta a dentist ~-----_

Mother'slGuatdlarfsName _

A<Wress(it different bom patient's) _---------

Home I( -;rrft'G==~=-- W.ork It( )
- i I!!enl rom aoovel (I

E-mail ~~ ~ ~ _

Soc, Sec ..~ Birtbdate~~~_-- ,

Do you have dantal insurance wverage fat minQrldlikf? 0 Yes 0 No

Plan Name Phone (

.Address _

Group II _ POlicy # _

For whal serv1ce? _
Yes No Yes No

Has child Complainedabout dental problems? ....••....... , .• 0 0 Is nuoride taken in any form?· .••••........ _ ~._ .......•..•• 0 0

Does chlld brush teeth dally? •.......•..., a~ •••• .; •••••••• 0 0 Any injuries to moufh,leeth. head? ........•......•.._ 0 0

Doeschild usetloss every day? ...........•.......•..•...•..•.......0 0 Any onh!'lPPY dental experiences? ..•....•....,....._..,......•..... 0 0

Any learning problems? ~.._..•...... 0 0 Any sehool problems'? •••..•....•...•.•....•..•...............•....•.•.... 0 0

Any rnoulh habits - thumbsucklog. nail bltlng; mouth breathlng, pacifier. steeping with bottle, etc? .._........•.".~ ..•...•_..._.., .•.,........• 0 0



Pediatrician ..Address & Phonaff ~~~-----------

Yes No
Is Minor/Child under care 01 physician no:',,? •..._"",.. , 0 D

Receiving any medlcauon or drugs? ............•.•............... 0 D

Medications ~ ----

Ever been hospltaltzedT ...••...........•..•.•••......•...< •.••••••••••••• CJ 0

Evar nad surgery? 0 o Anergies

Is there ex~ssiv!it bfe8'ding wnen cut? _......••....•. 0 D

Has minorlchlJd had any history 01O( difficully with any 01 the lollowlng? If yes. please check (/)

o A.LO.SJH.I.V. 0 Cerebral Palsy 0 Eprlepsy tJ Kidney Disease
o Anemlabl Chicken Pox 1:1 FaintingD liver Disease
o Asthma 0 ConvutsiorlS· 0 Hearing Problems 0 Measles
Cl Bladder Problems 0 Diabetes D Heart Problems 0 MononucleosJs
o Cancer 0 Drug/Alcohol Abuse 0 HepaliUs [] Mumps

D Rheumatic Fever
o Sinus Problems
o Thyroid Disease

.D Tuberculosis
o Other

0 ADHO D ADD

0 Autism Spectrum

o Sensory Issues

0 Social Issues

c PDD D HYPERACTIVITY CI OTHER

To the best of my knowledge, the ~bOV6 InforrTlCwonis-complete and correct I understand thai it is my responsibflily to Inform my doctor it
my minor child ever bas a change In health.
MlnorlChUd Consent
J am the parent. guardian, or personal represeotative 01 -:::-_:::::-:-.,..,.,.-_-:--:-.,..-..."",.-',.,.- _

Pleat" Flint I~~m.01 /,IhMIl'Ctw.:i

and there ale no court orders now in effect that prohiblt me from si9nln~ this consent. I do hereby request and authoriz,tl the d~nlaf staff to
perform necessary dental serviC€Js tor the child named above.

Insu ranee Assignment and R&lease
I certify that my depe;ndent(s} is coverillQ by insurance ~'/lth.. -,... ~ _

Namll: of IMtJr\\lOCe Company lies}

and assign directly 1'0 Dr. -- all insurance benetit5,if any.

otherwlse payable 10 me for services rendered. I understand Ihat I am financially responsible for a.llcharges ••vhelher or not paid by
insurance. I aulhoriz.'S the use of my signature on all Insurance submissions.

The above- named doctor may Use my minor/chflid's health care information and maydisclQS8 such Information IQthe above-named
, Insurance Company (iees) and their ageols tor the pll<fpOSe 01obtaining payment for services and determining insurance benefits payable

Ior (elat.ed services. I have reviewed the offi~ "N9Uce qf Privacy Praclice- policy.

TO Be OOMPt.ETE!) .Ai I..AT€R VISIT

Has there been any chaf,1se III pa.tient'sh.ealthsince last denial appoiniTrnlnl? 0 Yes 0 No

, If yes. please dasctibe ---------------

Is paliant taking any new medications? 0 Yes g No II yes, please list ~ _

[}ale _ PaMtw'GlJardlao SflfnalUre _

. Data _ Demlst SigmlIufI! _


