Kellye N. Rice, D.M.D,, P.L.L.C,

Cosmelic & Family Deniisiry
CONFIDENTIAL DENTAL AND MEDICAL HISTORY
[Please prini]
Personal History for a child under the age of 1 8 to be completed by parent or guardian.
Crate Home Fhone:
Patient's Mame:
LAET FIEST MICCAE THITRL PREFERRED MANE
Home Address:
STREET Iy STATE i |=]
Sex: MO FO Age: Birth Date:
Who is resporsible for this account:
Relationship to Patient:
Social Security # of responsible party:
Home Address:
STRET oIy STATE P
Phore (home): (Work) (Cell
Employer:
INSURAMCE INFORMATION
Is this child covered by dental insurance? OYes ONo
If yes, please complete fnsurance infarmationform.
How will vou be paving for today's visit? O Check O Cash O Credit Card (MC/Viza only)
Relatiorship
In case of emergency, call to patient Phore

How did vou find out sbout cur dental office?
O Referred by
O Other (please specify)

FINAMNCIAL POLICY
Your have been given a copy of our Financial Boficy which describes payment requirements, insurance filing,
appointment prepayments, and unpaid balances. Please read and sign that form.

I am interested in a payment plan. I would like more information. O Yes 0O No

(Please conlinue on the back of this form)

WP Fomns Chp Medizal Hispry alfp ahild fup] 03008



Reason for s visit:

Dental History - Child

Date of last dental visit

Hag this child ever had any of the following: (circle Yes or No)

Bleednggums ..................Yes Mo Gag easily . es Mo
Food impacton Yes Mo Eon‘q:ﬂr:ah:ns Frr::me:-:n‘a-:m Lo Yes No
Burng Tonguee .................Yes No Gumbreatments ...........cc000e00.. TBS No
Swelinginmauth ...............Yes No Testh straghtened . .res Mo
lumpimouth ....oevvevne. ..l fes N Mouth breathing . Yes Mo
Lip or mouth blisters  ............Yes No Pp-e,-:rga‘,mga‘ettesmie:rg R (=
Clenchingteeth .................%Yes Mo Chesk, lip, fingernail biting ..........."&es Mo
Grindingofteeth ................Ye5s No Major dental treatrment .. .. ... Coes MNo
Badbreath .....................Y&5 [No Lruaﬂmrml;neaﬁfend'ewm es  MNo
Unpleasanttaste ................Y&es No Locse eeth . ..Yes  No
Tred JaWs  ..ovvenrriinnrear e 785 NO ﬂ&ﬁmmmmec}frmum es  MNo
Marmycawiies . ........c00vevvn.. TES  [NO g n, R S e i ..-."n"ES Mo
Loose or broken fillings Yes  No Seepapnea ............ ..., L. Yes No
Medical History

Physician's Mame

Date of Last Physical:

Has this child ever had any of the following? (chedk baxss that apphy)

O Heart problems

O High blood pressure

O Low blecd pressure

O Circulatory problems

O Hervous problems

O Radiation treatment

O Artificial heart valves or joints
O Becent weight loss

O Headaches

O Hepatitiz, jaundice, liver disease
O Cancer

[ | Ps_'fn:hlatri: Care

O Chronic diarrhea

O Allergies to anesthetics

O Allergies to medicine or drugs
O General alerges

O Ever taken Fen-Phen

O Special diet

O Swollen neck glands

O Eheumatic fever

O Sinus problems

O AID'S or other
immuncsuppressive disorder

O Stroke

O Back problems O Elood disease O Ulcer
O Diabetes O Arthritis O Venereal disease
O Bespiratory disease O Lasik or other eye surgery. O Chemical dependency
O Epilepsy Date: O Hemephilia
Does this child hawve allergies or adverse reactions to any medication? _ If so, what?
Has this child ever taken the drug Fosamax? If z0, when? By IV, or orally?
Is this child taking any medications at this time? If so, what?

Is this child under the care of a physician?

What iz the estimated weight of the child?

For what conditions:

List all surgeries and their dates:

Is there anything else we should know about thus child’s medical story:

The information provided on this form is accurate and complete to the best of my knowledge and is only for use in
this child 'z treabment, billing, and procesaing of insurance for bengfits for which [ am entitled. [will not hold Dr.
FRize or any member of her staff regponsible Jor axy errors or omissions that | may have made in the completion of this
Yorm. | understand thet af my ehild s inittal visst xraye will be taken, and & Tuoride treatment will be given routinely

gfter kis'her teeth are cleaned and polished. As a standard of care, subssquent checkup xrays are taken ance a year,
axnd a Panorex xray by age 6, then every 5 vears to follow growthk and development. [ also understand that I must be

praesent al my child s initial visst and when any treabment is being performed.

Signature of Parent or Guardian:
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Date:




Kellye N. Rice, D.M.D., P.L.L.C.

ACKNOWLEDGMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

A copy of the Motice of Privacy Practices for Kellye B Rice, D.M.D., P.LLC. has been made available to me. | am
signing this fonm on behalf of myself and any of iy dependents under the age of 18 who are, orwill become,
patients in this office.

Plesze Print Mame

Signature

Ciate

For Office Use Only

We attermpted to obtainwritten acknowledgment of receipt of our Motice of Privacy Practices, but acknowledgment
could not be obhtained hecause:

O Individual refused to sign
Ccommunications barriers prohibited obtaining the acknowledogment

[
O an emergency situation prevented us from obtaining acknowledgment
[

iother {please specifi)

@ 2002 Amencan Dental Aesocidion

Al Right= Resenred

Reproduction and wuse of this fom by dentists and theirstaf ae pemitted. Aoy ather wse, duplication or distrbdion o thisform by any cther paty requires the
prior writen approval of the Amencan Dental Aes=ocigtion.

Thi = forrn i edocat anal orly, does rot corstibte legal aduwee, ard covers ailyfederal, not state, 2w [Logast 14, 2002



