CHARLES J. VALICENTI, D.D.S.
LON J. LIPPMAN, D.D.S.

242 Bayville Avenue * Bayville, NY 11709 ¢ 516.628.1122

WELCOME TO GAYVILLE DENTAL

~CHILD RECGISTRATION~
Date
PATIENT INFORMATION...
First Name Middle Last Name
Nickname Sex: Q Male Q Female Birth Date ; Age
Address Child Resides: ; Apt.
City State Zip

List the names and ages of the child's sibling(s)

What are the child's hobbies, pets, favorite TV shows

Whom may we thank for referring you?

Reason for this visit (first exam, check-up, toothache, etc.)

PARENT 1/GUARDIAN INFORMATION...

Name

FIRST NAME
Home Address (if different from child)

Home Tel. ( ) Cell. ( )
Work Tel. ( ) Extension________ Occupation
E-Mail

Is there any additional parent/guardian information of which we need to be made aware? Q Yes Q No

If Yes, please explain

PARENT 2/GUARDIAN 2 INFORMATION...

Name Relationship to Child
FIRST NAME LAST NAME

Home Address (if different from child)

Home Tel. ( ) Cell. ( )

Work Tel. ( ) Extension________ Occupation

E-Mail :

DENTAL HISTORY...

Does your child do any of the following:
QBrushes with fluoridated toothpaste  QChild uses a bottle with milk or juice  QThumb sucking

QTakes fluoride supplements QChild uses a sippy cup QFinger sucking
QBrushes with help from an adult QNursing during the day : QLip sucking
QEats or drinks after brushing at night QNursing to sleep QPacifier
QDrinks only bottled water QNursing on demand QMouthbreather
QDrinks juice QChewing objects QSnores
QDrinks sports drinks QNail biting

QChild falls asleep with milk or juice QGrinding



DENTAL HISTORY CONT...

Please describe any dental problems your child may have that concerns you

Is this your child's first dental visit? Q Yes Q No
If not when was the last dental visit , with whom

Was the dental experience pleasant? Q Yes Q No; if no, please elaborate

Has your child had any dental x-rays before? Q Yes Q No; if yes, when

Has your child ever had a procedure with @ Numbing Q@ Laughing gas Q Not applicable
Have there been any injuries to the teeth, lips, mouth, chin, or face? Q Yes Q No; if yes please describe the injury and
when it occurred

Is there a family history of missing or extra teeth? dJ Yes U No

MEDICAL HISTORY...

Your child's physician's name Physician's tel. ( )
FIRST NAME LAST NAME

Allergies (food, drug, seasonal, other.

Is your child in good health

If your child has been treated in a hospital or emergency room within the past two years please explain:

Please check each box for any history of conditions or experiences:

QADHD QCrohn's disease QHormone problems
QAnemia QDevelopmental delays QlIntellectual disability
QAuto-immune disease QDiabetes QKidney / bladder disorder
QArthritis QEar problems (chronic) QLow muscle tone
QAsthma / reactive airway QEating or feeding disorder QReflux

QAutism spectra QEpilepsy QRheumatic fever
QBehavioral disorder QGenetic disorder QSensory processing disorders
QBleeding disorder QHead injuries QSpeech / language delays
QBrain / nerve disorder QHeart murmur

QCancer QHeart problems

QCeliac disease QHepatitis / liver problems

Please elaborate on any of the checked items above as necessary:

If there are any other medical conditions we should be aware of please describe:

Please list any medications or vitamins your child is taking

Please explain any sensory issues (smells, tastes, sounds, textures):




AUTHORIZATION FOR TREATMENT OF A MINOR
ONLY those persons listed below (excluding anyone with legal guardianship) are authorized to bring your -
child to their dental appointments and make decisions regarding the treatment rendered. If anyone other -
than those listed below brings the child, the appointment may be rescheduled. Regardless of who brings
the child, | am still responsible for the financial payments on this account. |, as the legal guardian, am
responsible for making changes regarding the persons | am authorizing on this form.

First Authorized Name Relationship to Child
Second Authorized Name Relationship to Child

MEDICAL RELEASE
| give permission to my Pediatrician, Healthcare Provider, or Specialist to provide medical information
regarding my child including, but not limited to: medications, allergies, and diagnoses

O Accept Q1 Deny

ACKNOWLEDGEMENTS :
QBy checking this box, | indicate | have had an opportunity to review a copy of this office's Notice .
of Privacy practices and will be provided a personal copy upon request.

QBy checking this box, | acknowledge that the above information is correct and | understand it is my
responsibility to inform the doctors of any changes in my child's health as soon as possible. | hereby :
authorize treatment by the doctors caring for my child.

: QBy checking this box, | agree to pay at time of service in consideration for the professional services
rendered by this office and | consent and agree to be financially responsible for payment of all services
provided on behalf of my dependents.

By checking this box, | acknowledge that all of the preceding information provided is true and correct. | ;
understand it is my full responsibility to inform the doctors if my child has a change in their health or :
medications. This serves as my electronic signature for the Patient History Form.

Parent / Guardian / Self Signature
Relationship to Child Response Date




