
Child's Name ________________ Sex ___ Age ____ Birth Date. ________ _ 

Nickname Child S/S __________________ _ 

Guarantor 1 - Relationship to Patient-----------

Name _________________________________________ _ 

Home Phone ___________ Cell Phone ___________ Bus. Phone ________ _ 

Address City/State ______________ Zip ____ _ 

S/S # Birthdate ______ _ D.L. # __________ _ 

Occupation _________________ Company Name _______________ _ 

Guarantor 2 - Relationship to Patient __________ _ 

Name ________________________________________ _ 

Home Phone ___________ Cell Phone ___________ Bus. Phone ________ _ 

Address City/State ______________ Zip ____ _ 

S/S # Birthdate _______ _ D.L. # ___________ _ 

Occupation _________________ Company Name _______________ _ 

Who does child reside with Relationship _________ _ 

Telephone# to verify appointments _______________ Alternate Phone ________ _ 

Mailings (post cards/reminder cards) are mailed to _________________________ _ 

Email: 

Please tell us how you heard about our office 
----------------------------

What is the Child's Favorite Toy ______________ Favorite Hobby ____________ _ 

Number of Brothers __ _ Sisters ____ Favorite Fictional Character ________________ _ 

MEDICAL HISTORY 

Child's Medical Doctor: ____________ Has this child ever had any of the following (Circle those that apply) 

AIDS or HIV Infection 
Allergies to Anesthetics 
Arthritis 
Artificial Joints or Heart Valves 
Asthma 
Attention Deficit Disorder 
Autism Spectrum Disorder 
Blood Disease 
Cancer 
Diabetes 
Developmental Disorders 

Epilepsy, Seizures 
Heart Murmur 
Heart Problems 
Hemophilia, Bleeding Problems 
Hepatitis, Jaundice or Liver Disease 
Intellectual Disability 
Learning Problems/Delay 
MRSA 
Nervous Problems 
Organ Transplant 

__ initial This child has not had any of the above listed conditions. 

This child has (has had) the following condition not listed above. 

Other lmmunosuppressive Disorders 
Pregnant 
Problems with Blood Pressure 
Radiation Treatment 
Respiratory Disease 
Rheumatic Fever 
Sickle Cell Anemia 
Swollen Neck Glands 
Thyroid Problems 

Allergies (Medicines, Drugs, Food, Other) ____________________________ _ 

Hospitalizations (when and for treatment of what) _________________________ _ 

Medications being taken-----------------------------------

Please complete with black ink pen.
 (No colored inks)

Bring completed form with you to first visit..
 (Do not email this confidential form)






