
Patient Information Form
The information provided on this form is important to your children’s health. Please complete all of questions to the best of 

your ability. If there have been any changes in your health, please tell us. Questions are welcome and appreciated.

Patient Information

Patient Name 1: 

Patient Name 2: 

Patient Name 3: 

How did you hear about us?: 

Parent/Guardian Information

Parent/Guardian Name 1:   Relation to Patient:  Date of birth: 

Home phone:  Work phone: 

Cell phone:  Email: 

Mailing Address: 
 STREET APT #

 CITY  STATE  ZIP 

Employer:  Occupation: 

Preferred way to contact:  Home Phone  Cell Phone      Email          Work Phone

Parent/Guardian Name 2:   Relation to Patient:  Date of birth: 

 Home phone:  Work phone: 

Cell phone:  Email: 

Mailing Address: 
 STREET APT #

 CITY  STATE  ZIP 

Employer:  Occupation: 

Preferred way to contact:  Home Phone  Cell Phone      Email          Work Phone

Emergency Contact: 

(Please list contact other than parent/guardian):

Relation to Patient:  Home phone: 

Patient Insurance Information

Primary Insurance Provider:   Subscriber: 

(Bring copy of card to appointment)  (Legal Name):

Date of birth:   Social Security Number: 

Employer:  Relationship to Patient: 

ID#:  Group#:   Effective Date: 

Secondary Insurance Provider:   Subscriber: 

(Bring copy of card to appointment)  (Legal Name):

Date of birth:   Social Security Number: 

Employer:  Relationship to Patient: 

ID#:  Group#:   Effective Date: 

Date  



Medical History Form

Contact Information

Patient First Name: 

Patient Middle Name:

Patient Last Name: 

Name of Child's Physician:

Child Physician's Phone Number:

Any problems/complications durning pregnancy/delivery? If yes, please explain: 

Does your child have any health problems? If yes, please explain: 

Has your child been diagnosed with any medical conditions? If yes, please explain: 

Does your child have any allergies? If yes, please explain: 

Has your child ever been hospitalized? If yes, please explain (For & When): 

Has you child ever had surgery? If yes, please explain (For & When): 

Is your child taking any medication? If yes, please list: 

Are your child's immunizations up to date?: 

Main reason for today's visit:

History of Dental Trauma? If yes, please explain:

How often are the child's teeth brushed?           ̈  1x/day  ¨2x/day  ¨Every Other Day    ¨Not Regularly

When was your child weaned o� nursing/bottle?   ̈ 6 Months  ¨12 Months  ¨24 Months  ¨Still Use  

Does your child have any oral habits?   ̈ Thumb/Finger  ¨Binky  ¨Mouth Breather  ¨Grinding 

How would you rate mother's oral health?   ̈ Excellent  ¨Good  ¨Fair  ¨Poor  ¨I don't know 

How would you rate father's oral health?   ̈ Excellent  ¨Good  ¨Fair  ¨Poor  ¨I don't know 

How would you rate your child's candy consumption? (candy, juice, etc)   ̈ Low  ¨Average  ¨High 

Is there any additional medical/dental information you may want the dentists to know?

Signature: 

How often are the child's teeth being flossed?  ¨ 1x/day  ¨2x/day  ¨Every Other Day    ¨Not Regularly

Who does the brushing and flossing?   ̈ Parent  ¨Child  ¨Half/Half  ¨None

Fluoride Use?   ̈ Rx by MD/DMD  ¨ In H2O  ¨Toothpaste  ¨Rinse  ¨None

Date of Birth: Age: Male / Female

Medical History

Medical History

Date

Although dentistry deals with primarily teeth and its surrounding structures, oral cavity is a part of the entire body. Health 
problems that your child may have, or medications that your child may be taking could have an important interaction with 
dentistry your child may receive. Thank you for answering the following questions thoroughly.

¨ AIDS/HIV Positive
¨ Diabetes
¨ Hepatitis A/B/C
¨ ADHD/ADD
¨ Down Syndrome
¨ Liver/Kidney Disease

¨ Arthritis
¨ Ear Infection
¨ Leukemia
¨ Asthma
¨ Emotional Problems
¨ Prolonged Bleeding

¨ Autism
¨ Endocrine Problems
¨ Rheumatic Fever
¨ Blood Problems
¨ Epilepsy Seizures
¨ Speech Problems

¨ Bronchitis
¨ Eye Problems
¨ Tonsillitis
¨ Cancer
¨ Hearing Problems
¨ Tuberculosis

¨ Cerebral Palsy
¨ Heart Problems
¨ Thyroid Disease





General Consent

I request and authorize Camas Pediatric Den�stry to perform examina�ons, cleanings, 
radiographs (x-rays), photographs, and fluoride for my child as necessary. I understand that 
any treatment needs will be explained to me prior to treatment and i give consent for Dr. Tee 
to do recommended treatment as needed.
I state that I am the child’s legal guardian and that I have read and agree to follow all office 
policies stated on the website and available within the office. This consent will remain in effect 
unless cancelled in wri�ng.

I agree to no�fy this office of any change in my child’s health, including any allergies or current 
medica�ons/supplements. As well as any changes in contact and insurance informa�on.

I authorize Camas Pediatric Den�stry to release any informa�on necessary to any providers 
pertaining to my child’s dental care and for processing of dental insurance claims and authorize 
direct payment from the insurance company to Camas Pediatric Den�stry.

Name of parent/Guardian

Signature Date

Signature Date

Acknowledgment of Receipt of No�ce of privacy Prac�ces. You may 
refuse to sign this acknowledgment.
I have reviewed a copy of Camas Pediatric Den�stry no�ce of privacy prac�ces.

Name of parent/Guardian

FOR OFFICE USE ONLY
We a�empted to obtain Acknowledgment of Receipt of our no�ce of privacy prac�ces, 
but Acknowledgment could not be obtained because:

Individual refused to sign 

Other

Communica�on barriers prohibited obtaining acknowledgment
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