‘J\Natahe &
Mansour

l' :
Pediatric Dentistry °

Welcome to Dr. Mansour’s Office!

Tell Us About Your Child

Child’s Name;
First Last
Nickname: Please Circle: Male Female
Childhs Birthday / / Childhs Age:
Child’s Home#: Child’s ss#:
Child’s Address:
Street City State Zip
Code
Person Rcsponsible For Account
Name: Please Circle: Married Sing[c Other
First Last Relationship:
SS#:
Parent’s birthclag: Email:
Home#: Cell#:
Address:
Street City State Zip Code
Name of Person AccomPanging Child Todag: Rclationship:
Primary Dental Insurance
Insurance Company Name: Group #:

Insurance Compang Address:

Insurance Compang Number: Po[icg Owner’s Emplogcr:
Policg Owner’s Name: Rclationship to Patient:
Po[icg Owner’s Bir‘thday: / / Social Security #:

Seconclarg Dental Insurance

Insurance Compang Name: Groul:) #:

Insurance Compang Address:

Insurance Company Number: Policy Owner’s Employer:
pany Y pey

Policg Owner’s Name: Rclationship to Patient:

Po[icg Owner’s Bir‘thday: / / Social Security #:




Dental History
Is this your child’s first visit to the dentist? YES NO If not, how Iong since the last visit to the dentist?
Did he/she take x-rays? YES NO Did he/she receive a cleaning? YES NO

Have there been any injurics to the teeth, Face, or mouth? YES NO

i 50, Please Explain:

Why did you bringgour child toclay?

Circle Ang Habits Your Child Mag Have Listed Below:

Lip Sucking/ Biting Nail Biting babg Bottle Pacifier
Thumb 5ucl<ing Breast Feecling
Is your child’s water fluoridated? YES NOls your child taking fluoride supp[cments? YES NO
Does your child brush clailg? YES NO Does your child floss clai[y? YES NO
Has your child ever had serious or difficult Prob[ems associated with Previous dental work? YES NO
Has your child ever had l:)ain or tenderness in his/herjaw/joint? YES
NO
Health History
YES NO Abnormal b]eecling YES NO Hanclical:)/Disabi[ities
YES NO A”ergies toany Drugs/Ot}ﬁcr YES NO Hearing lmPairment
YES NO Any HosPital Stays YES NO Heart Murmur
YES NO Any OPcrations YES NO Hemophilia
YES NO Asthma YES NO Hepatitis
YES NO Cancer YES NO HIV/AIDS
YES NO Congcnital Heart Disease YES NO KiclncH/Liver Problems
YES NO Convulsions/EPilePsg YES NO Rheumatic/Scarlet Fever
YES NO Pregnancy YES NO A”ergies to Latex Products

Please discuss any medical conditions or Problcms;

Please list all clrugs or herbal supplcments your child is current taking:

Please list all drugs, Foocls, or Products your child may be a”ergic to:

child’s Physician: Child’s Physician Number:

Is your child current|3 under the care of a Physician? YES NO

Whom may we thank for remccrring us to Hou/How did you hear about our office 7

J understand that the information | have givenis correct to the best of my l<now|eclge, that it will be held in the strictest of
confidence and itis my rcsponsibi!itg to inform this office o{:ang changes inmy child’s medical status. 1 authorize the

dental staff to PerForm the necessary dental services my child may need.

Signature of Parent Guardian: Date:




