Ned L. Savide, D.D.S., Lid.
Pediatric Dentistry

Practice Limited to Children & Adolescents
Diplomate American Board of Pediatric Dentistry

We would like to welcome you and your child to our office. Our goal is to make every child’s visit pleasant and educational. Our
practice is based on preventive care. We strive to teach good oral care that will enable your child to have a beautiful smile that

lasts a lifetime.

The following information is very important for adequate patient record; please complete in full.

PARENT OR GUARDIAN

Residence Address

GENERAL INFORMATION (Please Print)

SS#

LAST FIRST MIDDLE

City

State Zip

Residence Phone

/Cellular Phone

Employed By

Occupation

Business Address

Bus. Phone

PARENT OR GUARDIAN

Residence Address

SS#

LAST FIRST MIDDLE

City

State Zip

Residence Phone

/Cellular Phone

Employed By

Occupation

Business Address

Bus. Phone

Parent’s Marital Status:

O Single O Married O Widowed O Divorced O Separated

Former Dentist

Last Dental Care

Who may we thank for referring you?

DO YOU CARRY DENTAL INSURANCE? O Yes O No

PRIMARY DENTAL INSURANCE Ins. Carrier

Address Phone
Policy No. Group No.
Subscriber's Name Birth Date:
SECONDARY DENTAL INSURANCE Ins. Carrier

Address Phone
Policy No. Group No.
Subscriber’'s Name Birth Date:
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CHILD'S HISTORY
THESE QUESTIONS ARE OF GREAT VALUE IN AIDING US TO A BETTER UNDERSTANDING OF YOUR CHILD.

Child’s full name

Nickname

Age Birthday Birthplace

Is your child in good health? ..., Yes No Was your child a full term baby or premature?

Does your child have regular medical examinations? Yes No Was your child breastfed__mos. Bottlefed__mos.?

Has your child ever had any of the following medical problems? Any Brothers or Sisters

Heart Murmur  Yes No  Congenital Heart Defect Yes No Has your child had favorable reactions to previous dental or

Cancer Yes No  Convulsions / Epilepsy Yes No medical care?..........cooiiiiiii Yes No

Diabetes Yes No  Abnormal Bleeding Yes No Child’s Physician

Rheumatic Fever Yes No  Hearing Impaired Yes No Phone # Date of last visit

HIV+ / AIDS Yes No  Any Operations Yes No Purpose

Hemophilia Yes No  Any stays in a hospital Yes No Please list all drugs that the child is currently taking:

Asthma Yes No  Kidney/Liver Problems Yes No

Hepatitis Yes No Handicaps / Disabilities  Yes No Please list all drugs that the child is allergic to:

Tuberculosis (TB) Yes No  Allergies to drugs Yes No

Cerebral Palsy Yes No  Autism Yes No Does your child have any oral habits? Yes No

Latex Allergy Yes No Any pain or tenderness in law joint? Yes No
Is there a specific complaint?

PURPOSE OF CALL [0 Examination 0 Emergency Any family history of malignant hyperthermia? Yes No

The Parent or Guardian who accompanies the child is responsible for payment at time of service.

| understand that the information that | have given is correct to the best of my knowledge, that it will be held in the strictest
confidence, and it is my responsibility to inform this office of any changes in my child’s medical status. | also authorize
Dr. Savide and his staff to perform the necessary dental services my child may need.

Signature of Parent of Guardian Date

OFFICE USE ONLY

| verbally reviewed the medical / dental information above with the parent / guardian & patient named herein.

Initials: Date:
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