
Welcome 
We would like to welcome you and your child to our practice. Our goal is to make 

every child’s visit pleasant and educational. We strive to provide quality care that will 
enable your child to have a beautiful smile that lasts a lifetime. 

Today’s Date _________________Whom may we thank for referring you ? ___________ 
Month Day Year 

ABOUT YOUR CHILD Name ____________________________ Nick Name_________  
Last First Initial 

Birth Date ____________________Male Female 
Month   Day  Year 

Hobbies / Sports _______________________________________________________ 

Home Address _________________________________________________________ 

City ______________________State___________Zip______________ 

Home Phone___________________________Cell Phone _________________________ 

Emergency Contact ______________________________________________________ 

E-mail Address   ______________________________________________________

Siblings’ Names & Ages ___________________________________________________

Accompanying Adult__________________Relationship to Child________ 

Mother’s Name _________________Occupation/Employer _______________________ 

Address/Phone, if different_____________________Work Phone____________ 

Father’s Name__________________Occupation/Employer________________________ 

Address/Phone, if different_____________________Work Phone____________ 

Person Responsible for Account _________________________SSN________________ 

Address_______________________________________Phone_____________ 

Primary Insurance Co. _________________Phone#____________ Group #___________ 

Subscriber ___________________SSN__________Date of Birth ___________ 

Secondary Insurance Co. ________________Phone#___________Group #___________ 

Subscriber ___________________SSN__________Date of Birth ___________ 

Age of First Dental Visit_______Date of Last Dental Visit_______ 

Name of Previous Dentist _______________Address/Phone_______________________ 

How was the child’s previous dental experience ?________________________________ 

Are there any dental/oral problems that you are aware at present ?  Yes No If yes, 

Please explain __________________________________________________________ 

Do you have fluoridated water ? Yes No Do you use water filters ? Yes No 

If you have well water,  has it been tested for fluoride ? Yes No 

Is the child taking fluoride supplements? Yes No 
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How would you describe the child’s diet and eating habits ? _______________________ 

Does the child brush regularly? Yes No Floss regularly ?   Yes No    

Are there any history of mouth or jaw injury ? _________________________________ 

Does the child have any habits that might affect the teeth or bite ?_________________ 

 Primary Physician ____________________Phone#____________ 

Is your child currently under the care of a physician ?  Yes, for_______________ No 

Date of Last Physical Check-up _____________  Immunization Up to Date ? Yes  No 

Is the child taking any prescription drug ?  Yes   No If yes, for what reason ?_________ 

Please list the drugs _____________________________________________________ 

Is the child allergic to any drug or food ?  If yes, what reaction____________________ 

Please list the drugs or foods______________________________________________ 

Has the child ever had any of the following medical conditions or problems ? 

Heart murmur  Yes No Heart problem of any kind Yes No 

Asthma  Yes No Convulsion/epilepsy  Yes No 

Diabetes  Yes No Rheumatic fever  Yes No 

Hemophilia  Yes No Bleeding problems of any kind Yes No 

HIV+/AIDS  Yes No Cancer    Yes No 

Hyperactive  Yes No Developmental delay  Yes No 

Liver disease  Yes No Kidney disease   Yes No 

Any operations  Yes No If yes, please explain________________________ 

Any stays in hospital Yes No If yes, please explain________________________ 

If any other medical problems, please explain __________________________________ 

 
I understand that the information that I have given is correct to the best of my knowledge, 

that it will be held in the strictest of confidence, and it is my responsibility to inform this office of 

any changes in the child’s medical status. I authorize the release of any information to the insurance 

company in order to process the payments. I authorize Mingchun Chien, D.M.D. and /or Hygienists to 

perform upon __________________________, dental examinations, diagnostic radiography, and 

any necessary dental treatment that has been explained to me.  

 

Signature of parent or guardian___________________Relationship to child__________  

 

 

 

Please visit our website for more information about our office at: 

www.ConcordChildrensDentist.com 
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