
w ELCOME 
TO OUR PRACTICE ! 

Please take a few minutes t o  answer the following questions so 

we  can better care for your child's dental needs. 

Relation 

Child's Birthdate 

Social Security No. Who may we thank for referring you? 

Child's Home Telephone No. Child's Previous Dentist 
Child's Home Address 

Name of closest relative not living with you. 

Is the minorlchild eligible for treatment under Social 

- . . . . . . . . . ~ 

a HealthPlex 

Father Stepfather Guardian 

Name Birthdate 1 / --- 
SS No. Driver's License No. 

Home Telephone No. 

Celllother No. 

Employer 

Employer's address 

City State Zip 

Employer's Telephone No. 

If you have dental insurance for the minorlchild please complete below. 

Insurance Company 
Address 

City State Zilj r 

Insurance Telephone No. 

Group No. Policy No. 

Mother Stepmother Guardian 

Name Birthdate / I  --- 
SS No. Driver's License No. 

Home Telephone No. 

Celllother No. 

Employer 

Employer's address 

Employer's address 

Employer's Telephone No. 

If you have dental insurance for the minorlchild please complete below. 

Insurance Company 
Address 

City State Zip 

Insurance Telephone No. 

Group No. Policy No. 

Payment is due at  time of service unless prior arrangements have been approved. If this off~ce accepts insurance, I understand that I am responsible for payment 
at  time of services for any co-payment andlor deductable my insurance does not cover. I understand that Robert J. LaCarrubba DDS. requires 2 days (48 hours) 
notice when cancelling or rescheduling an appointment. I further understand that three (3) late notice cancellations or no shows of any appointments may result in 
dismissal from the practice. Please insure that you have read and understand these policies. 

ASSIGNMENT AND RELEASE: I certify that I, andor my dependent(s), have dental insurance coverage with (~nsunnea canpamy) and assign directly to 
Robert J. LaCarmbba DDS, the owner and his associates, all insurance benefits otherwise payable to me for serv'ices rendered. I understand that I am financially responsible 
for all charges whether or not paid by my insurance carrier(s). I authorize the use of my signature on all insurance submissions. 

Robert J. LaCarmbba DDS may use my child's health care information and may disclose such information to the above insurance canier(s) and their agents for the purpose 
of obtaining payment for services and determining insurance benefits or the benefits payable for related services. This consent will end when the current treatment plan is 
completed or when cancelled in writing by patient's parent or guardian. 

Signature of  Parent, Guardian o r  Personal Representative Date --- / /  

Please print name of Parent, Guardian or Personal Representative 



Y N ADDIAHD Y N Heart Murmur 

Y N Hepatitis 
(also known as Redux or Pondimin.) If so, when? fl Y N Anemia fl Y N High Blood Pressure 

Is the child in pain? 

Does the child require antibiotics before Y N Artificial Y N Kidney Problems 
dental treatment? fl Y fl N Liver Problems 

Has the child ever had a seriousldifficult problem Y N Asthma Y N Low Blood Pressure 
associated with previous dental work? 

Is the child's water fluoridated? 

Is the child taking fluoridated supplements? Y N Mitral Valve Prolapse 

Has the child ever had any painltenderness in Y N Convulsions Y N Mononucleosis 
hisher jaw joint (TMJITMD)? Y N Prosthetics 

Does the child brush hisher teeth daily? Y N Rheumatic Fever 

Floss hisher teeth daily? Y N Scarlet Fever 

Y fl N SkinRash 

Date of last visit --- Y fl N Handicaps/Disabilities fl Y fl N Tuberculosis (TB) 

Is the child under the care of a physician? 

Please discuss any serious medical problems the child has had. 

Has the child experienced any of the following? 

fl Y fl N Breast Fed Y fl N Nursing Bottle Habit 

fl Y N Chewing on objects Y fl N Speech Problems 

Acrylic Yes UNO fl Y fl N Grinding-Clenching fl Y fl N Thumb Sucking 

Please list any other drugslmaterials your child is allergic to Y fl N Lip SuckingBiting Y fl N TongueICheek Biting 

Y fl N Mouth Breather fl Y fl N Tongue Thrust 

EMERGENCY NOTIFICATION: In the event of an emergency whom should we contact? 

Name Relationship Telephone No. 

Name Relationship Telephone No. 

Our office is HlPAA compliant and is committed to meeting or exceeding the standards of infection control mandated by OSHA, the CDC and the ADA 

MINOR C m D  CONSENT: I am the parentlguardian of this patient and there are no court orders now in effect that prohibit me fiom signing this consent. I hereby request 
and authorize the dental staffto perform necessary dental services for the child named above, including to but not limited to x-rays, and administration of anesthetics, which 
are deemed adviseable by the doctor, whether or not I am present in the room when treatment is rendered. 

I affirm the information that I have given is correct to the best of my knowledge. It will be held in the strictest confidence and it is my responsibility to inform this office of any 
changes in my child's health or medical status. 

Signature of Parent, Guardian or Personal Representative Date --- / /  

Please print name of Parent, Guardian or Personal Representative 




