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Family Information

New Patient Form

File #:

Last Name

Address

City State Zip Code

Today's Date

First Name

Middle Name

NickName

BirthDate

Boy Girl

Age

School Grade

Home Phone Weight

Father's Insurance Information

Mother's Insurance Information

Secondary Provider

Address

City State Zip Code

Phone

Ins.  SS #

Group/Plan #

Insured's Name

RelationBirthdate

Employer

Patient's Biological Father

Patient's Biological Mother

Last Name:

First Name:

Middle Name

Address

City State



Other Children in the Family

Name Boy Girl

GirlBoy

GirlBoy

GirlBoy

Age BirthDate

Name Age BirthDate

Name Age BirthDate

Name Age BirthDate

What are your
Childs'
Interests?

Present dental problems or questions about your child's dental  development or care?

Child's Health History
Is your child currently seeing a physician Yes No Physician's Name

Date of Last Examination Reason for Exam

Has your child had or ever had any of the following?

Allergies to medication(s)

Hepatitis

Asthma

AIDS/HIV

Kidney Problems

Liver Problems

Diabetes

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes NoAllergies to medication(s)

Heart Trouble or Murmur

Rheumatic Fever

Neurological Disorders

Blood Transfusions

Bleeding Disorders

Tuberculosis

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Does your child have a health problem/
syndrome/medical condition not already
mentioned? Yes No
Please Explain:

Has your child ever been hospitalized? Had
Surgery?

NoYes

Yes No
Please Explain:

Is your child taking any medication now?

Please Explain:

Miscellaneous Information
(so we can serve you better)

Does your child have any special needs or fears that we should be aware of? Please explain:

Whom may we thank for referring you?

Parent/Guardian Legal Confirmation
I have answered all questions correctly to the best of my knowledge and give permission for Dr. Cooper  to

examine, clean the teeth, apply topical fluoride and take x-rays on the above named child. I understand any necessary
treatment will first be discussed with me.

Signature of Parent/Guardian Relation to Patient Today's Date

FOR OFFICE USE ONLY - FOR OFFICE USE ONLY - FOR OFFICE USE ONLY -
Date Initials No Changes Changes Noted

NoYes

Don't Know

List Allergies:

Is this your child's first visit to the dentist?

Yes NoIs your child taking any flouride  supplements now?

Please list the dentist & purpose of your last visit and whether you were satisfied & why:

Last Visit Date

Yes NoDoes your water supply have flouride added to it?
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