FOR CHILDREN: WELCOME TO OUR PRACTICE
LARRY A RGSE, DDG, ME, INC

909 DAIFY ASHFORD, SUITE 107 = HMOUSTON, TEXAS 77075 » 281-493-2370

Today's date:
Child's Name:

Last First i
Nicknams:
DO Age:
1 Male {1 remale
| Sehook
Grads:
Home #:
S5#
Child’s hin, add.: Apti:
City/State/Zip:

hMame:
Felation:
Do you haeve legal custody of this child? TYes 1 No

Whom may we thanik for raferring you?

Other family members seen by us:

Pravicus/Present Dentist
Street: ‘
Phons Last Visit
Parent's Marital Btatus: 0 Bingle 0 Marded O Divorcsd

Namse:
Address:
Work # xt

Home #: Cell #

Empioyarn
D5

Mamse:
Agdress:

Work 4 Exi
Home # Cell #:
Emplover:

P

it

e

Mame:

Zilling Addrass:

Chy/Btate/Zi:
Work #:

Ext,

Horme

Ceall #:

Eranioyern

S5

Mame:

Work 3

Home #

Oell &

Ext

Ins, Nams:

Claims Address:

{Zroupi

Insurance Co. Phone '#;

Policy #:

insured’s Names:

Helationship 1o Patiant
insureds DOR:

insured’s Emolover:

§ S5

Orthodontic Coverage?

Myes (I ho

ins, Mame;

Clalms Address:

Ciroup#, .

inaurancs Co, Phone #:

Policy #: .
insurad’s Mamae;

Relationship 1o Patisni:

insureds OB

insured’s fmployer:

[k E T
(38‘#. ,,,,,

Crihodontic Covarags?

Cives D Mo

OVER




OY ON Heart Murmur OY 00N Prosthesis

Hag the child ever had a serious/difiicult problem associated

Oy oON Cancer oY ON {“mg@n ial Heart Daf,
with demal work? Dives 1INo CY N Dishetes oY N Convidsion/Epiensy
1Y o N RBheum. Faver &Y 0N Abnormal Bleeding
58 J{he aaéﬁg C‘ \Hatﬁr ih,uli}g ‘ha{@(‘ 7 i::i Y@S 5::‘ NO | \SJ O N %»ﬁ%j@f}ﬂ{};g ] “\{’ 0 N Huangﬂg gﬁ@a‘ et
e e taieing Hinridaton o1l e i vme TR DY N Hemonphila oY ON Any Operatiol
Iz the onild taking fluoridated supplemenis? [HYes O No OV O N Assl'hmi Y O N Arzz ‘:3’;;3;3 i %~~zo oital
Has the child ever had any paln or tendemess in the law oY N Hepatitis OY O Kidney/Liver Problems
ioint (TMJ/TMD)? Myes 7 Mo 14,807 oY 1N Handicaps/Disabilities

Y M Tuberculosis oY N History of Scariel Fover

Deas the child brush testh dall Tives  [IiNo ] . . .
ly? Flease discuss any sericus problems that the child has

Floss helr teeth daily? Pl¥es LI RNo had;

Child's Physician:

Phone #: Last VISIE

Is the child currently under the care of &

physiclan? Dyes TNo LY o N Thumb Sucking/Finger Sucking -
oY oM Lip Sum'rg/%%z’ﬁiﬂg
Please describe chlid's health [ Good [ Faly [ Poor oY oM Nail Bidng

Y N Mursing Bottle Habiis

Please list afl drugs the ohild is currently taking:

Please sl allergies 1o drugs or other materials:

DOCTOR CHECKED MEDICAL HISTORY

Lunderstand the information that ! have given is correct 1o the best of my knowledge, and T is m y responsibility
te inform thizs office of any changes in my child’s medieal status. | also authorize the @%@ma% staff w perform the
necassary dental services my ohild may need,

{autihorize the insurancs sempany indicated on this form to pay to the orthodontist all Insurancs benefils ntherwise
payabie 10 me for services rendered. | authorize the use of this signature on all insurance submissions.

|1 authorize the orthodontist to release all information necessary 1o secure the payment of benefits, | understand
shat | am financlaily responsible for all charges whether or not pald by Insurance. : -

o

Signature of Parent/Guardian Date

The parentguardian who accompanies the child is responsible for payment at time of mwme um ess ?fﬂ@i‘
arrangements have besn approvad.

LOWER ARCH:

UPPER ARCH:

CLASS: MIDLINE:

OVERJET : - OVERBITE:

COMMENTS:




