
Father/Guardian Name:                                                      DOB:                              Drivers̓ License #:                                    SS #:                           
Home Phone #:                                          Address:                                                                 City, State, ZIP:
Employer:                                                                    Work Phone #:                                                                      Cell Phone #:  
Mother/Guardian Name:                                                     DOB:                             Drivers̓ License #:                                    SS #:                                                            
Home Phone #:                                          Address:                                                                 City, State, ZIP:
Employer:                                                                    Work Phone #:                                                                      Cell Phone #:
Do the father, mother, and child all live together?       Yes      No    If no, please explain: 
Nearest living relative other than parent/guardian:                                                                                        Phone #:
Relation:                                                                       Address:                                                                       Work Phone #:
Person responsible for account:

Patientʼs Name:                                                                                                            Preferred Name:
Birth Date:                              Age:             Gender:     M       F   Child s̓ SS #:
Home Phone #:                                          Mom/Dad Cell Phone #:                                           Parent Email Address:
Home Address:                                                                                       City, State, ZIP:  
Physician or Pediatrician:                                                                               Physician Phone #:
Whom may we thank for referring you to our office?                                                                  Child s̓ Interests:
School:                                                                                  Grade:
Name(s) and age(s) of sibling(s):
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Nearest living relative other than parent/guardian:                                                                                        Phone #:
Relation:                                                                       Address:                                                                       Work Phone #:
Person responsible for account:

Purpose of this visit:
Is today your child s̓ first visit to the dentist?      Yes      No    If no, give date of last visit: 
Have your child s̓ teeth ever been X-rayed?      Yes      No    If yes, by whom?
Has your child ever sucked on his/her:      fingers      thumb      or pacifier?      Yes      No   Is this habit still active?      Yes      No
Does your child have a history of taking a bottle, nursing, and/or sippy cup after one (1) year of age?      Yes      No
Which of the following describes your home drinking water?      City water      Well water      Filtration system      County water
Does your child brush his/her own teeth?      Yes      No    How often?                                     Floss?      Yes      No    How often?
Does your child snack frequently?      Yes      No    Does your child maintain a well-balanced diet?      Yes      No
Has your child experienced a toothache recently?      Yes      No
How do you expect your child to act this visit?
Has your child ever had an injury to his/her face or teeth?      Yes      No    Date of injury: 
If yes, please describe the incident/injury:

Your preferred contact method:            Home Phone            Cell Phone            Text Message            Email

Patient (Parent):                                                                                                                                     Date: 

Reviewed by:                                                                                                                                           Date:

Wild About Smiles! Pediatric Dentistry & Orthodontics
Dr. David Stanley • Dr. Jason Vogt • Dr. Lisa Stanley • Dr. Kate Reeves • Dr. Eric Phan • Dr. Rob Higgins

www.WildAboutSmiles4Kids.com
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