5318 NC Hwy 55
Suite 202

(& Durham, NC 27713
Dentistry  Phone: (919) 827-1350

Welcome

Health History Form (i) Today's Date: %>~ H ]

NOTE (#£f%) : The parent or guardian who accompanies the child is responsible for payment at the time of service.

AT B B A SHETEIR T I AR AR

Tell Us About Your Child same as child CFIEZ-1 [ fLiE—FF)
Child's Name(#%FHI%&F) ell (B3R #: ( ) -
okay to leave message? (FJLLEFHHFL? )

Last # First 4 Middle Work T1EHL{E #: ( ) -
Goes by CHEH#A) : () Male 3 OO Femal %z Email:
Child's Birth date:4: H / / 4. |Appointment Reminders(#iZ]4i )
Child's Age 4Fii%: Preferred Method of Contact for appointment confirmations:
Child's Home 522 B i #: ( ) . (checkmark all that apply) TRZIHIANFIEIEBER TR CAEATIEA
SSN (Hh&x224:5) #: P

D Call home and/or cell phone  CHLiETHZ))

o - )
Child's Home Address 5 (Lt D Text message cell phone (T #Z)

D Email parent CHFLEFIZ))

Siblings that we treat fEA 2T 2 HIH Al Jo o AL 5. Who is Accompanying the Child Today?

(PN = PP
Name (#4) :
Relationship (5 AKX R) :

. |Mother's Information 3515 5

ame % 5
Birth date /4 H: / / Do you have legal custody of this child? (R %11 M8 )
S LA Ly
SSN# (ﬁ:zﬁaé'y) . Yes No
Employer T.{F #i:
Home ZXJEE HL T #: ( ) - 6. | Person Responsible for Account i/ 13 A
same as child CRIEZT ({115 —FF) D D Mother (;T%)D Father (ﬁ%)Dardian CHERIN
Cell #2 3 HLTE #: ( ) - ) . ) o o
If Guardian, complete the following (&M N, 58 L T
okay to leave message? (W] LLEEEFH? ) .
Work LAEHTE #: ( ) - -
Name (#5) :
Email:

Relationship (5#ZFHKFR) :

3. |Father's Information X 35(5 5
Billing Address (Ji i ihik) -

ame % ¥
Birth date 4= H: / /
SSN. # (fhx %) Home C(KEEHLE) #: ( ) -
Employer T.{F iz Cell (ahHIE) #: ( ) -
okay to leave message? (A[LAEZFHEEL? )
Home Z £ HLTF #: ( ) -

Email:
d



Primary Dental Insurance (753%7 B f£KD Why did you bring your child to the dentist today?
Insurance Co. Name (Gﬁl}ﬁlz_\\ﬁJ) . (ﬁ\/ﬁ\ﬁﬁg’?z%j(fﬂﬁ@%ﬁ E'(J? )

Insurance Co. Phone (f#[&HLiE) :

( ) ) Does the child have any of the following habits?
ID (RS # (TR BARLRART
Group/Plan (IIGALAD #: Y & N F& Nursing/Bottle Habits  (B}ZLME 37 /450 ST 15)
Y & N 7 Nail Biting (lF18HEH)
Policy Owner ({EHIEH A - Y B N % Lip Sucking/Biting C(WI/"JE )
Y & N & Thumb/Finger Sucking (M istfa/FH)
Birth date (ZEFH) - / / Has your child ever had a serious or difficult problem associated
SSN#: 3294 B with previous dental work?
Employer: (i) TR FAEZ BT I F BHA T 2 A R e B ™ 2 10 2 2

Jp

Secondary Dental Insurance (35 " FERK)

If yes, please explain (R4, HE#iR—TF)
Insurance Co. Name (fR[&AR) :

Insurance Co. Phone ({#R&HHEIE) -
( ) -
ID (fRES1H) #:

Is your child's water fluoridated? (##Z% 8K =B IR ? )

Yes No
Is the child taking fluoride supplements?(#% - Wz kb 78 7115 2)
Group/Plan (fREGZF]D #: Yes No

Has the child ever had any pain/tenderness /in his/her jaw
Policy Owner (ff#F5N) :

(TMJ/TMD)
T REALH T ST (TMITMD) &/ 5 ?
Birth date (ZEH) : / / Yes No
SSN#: (thex2e4'5) Does your child brush his/her teeth daily? (& [ %18 Kl 4 15)
Employer (JEF) : Yes No
Does your child floss his/her teeth daily? (% )% 74 K F F 415
Yes No

9. |Dental History CF 7 [ 4%)

10. | Health History ({&fE5)

Is this your child's first visit to the dentist?
XRZTHE—REFES? )

If not, how long since the last visit?

Has your child ever had any of the followig conditions? (& [{1#% T/ 75

WA DU L)
£
Y

& &
N . N Abnormal Bleeding Y N Disabilities/Special Needs
CinRAR, EREFERA D b BRRBE
Y N Allergies toany Drugs Y N Hearing Impairment
i it ST Liwalies
Previous Dentist's Name Y N Any Hospital Stays Y N Heart Disease/Murmur
S - i R
(AT FERES) Y N Any Operations Y N Hemophilia/Blood Disorders
) o AEFAR A% /R
Were any x-rays taken at previous dental visits? YN ’};‘ﬁ;&m YN Heﬁga;gs
. S EL S . N Y N Cancer Y N HIV/IAIDS
. Y N Congenital Birth Defects Y N Kidney/Liver Conditions
Have there been any injuries to the teeth, face, or mouth? SeR itk L EROR
Y N Convulsions/Epilepsy Y N Rheumatic/Scarlet Fever
1 b P HL S 52 35 A TR IR AL R
(H: Al E HKE‘Z HHLE = xji’fjj ) _— Y N Pregnancy Y N Allergies to Latex
. & PoEMisuE:.
If yes, please explain Y N Tuberculosis Y N Diabetes
G BRI
(A, EHER—T) : Y N ADD/ADHD Y N Autism

FIE [Efzi




11.

Please discuss any serious medical conditions your child has had: Phone (HIE) #: ( ) -

WRAT, R T IR AR R Is your child currently under the care of a physician?
BT BT IEFE 2 R AL R T I ? D
Please list all drugs your child is currently taking Yes No
WHMEN T i EEREWRE S Please describe your child's current physical health:
TR AZ T H O S A HER L
O & O —& OF: &

Please list all allergies (%1t Fr i iitive) : Our office is committed to meeting or exceeding the

standards of infection control mandated by OSHA, the CDC,
and the ADA. Z1THI7 A Z 207 F24 ZE#d OSHA. CDC A7
ADA & HIBERFE Rt

Child's Physician (#Z FIIKEEAZF) -

| understand that the information | 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 my child's medical status. | request and authorize Dr. Wang to examine, clean, and provide dental
treatment on my child's teeth. | further request and authorize the taking of dental x-rays as may be considered necessary by Dr. wang to diagnose
and/or treat my child's dental problem. | will allow photographs to be taken of my child or my child's teeth for diagnostic or educational purposes. |
understand that dental treatment for children includes efforts to guide their behavior by helping them to understand the treatment in terms appropriate
for their age. Dr. Wang will provide an environment likely to help children learn to cooperate during treatment by using praise, explanation and
demonstration of procedures and instruments, and using variable voice.

| authorize RTP Pediatric Dentistry to file treatments to my insurance company on my behalf as a courtesy. | understand and agree that estimated
insurance payments are only an estimate. | understand that RTP Pediatric Dentistry is not responsible for knowing the status or details of my
insurance coverage. The specific details of my policy is MY responsibility and | will be billed and held responsible for services not reimbursed by my
insurance company.

LA, ARG SRR SE A IR, JE BIRORIERA SR IR EZ F R BOR BT F A B A2 . T8 RIF R B AR 3% ik
TARIOERE . EEAGRYT . HIRE R IR EE A AT D BB RF R XU, SREWARVEGETT REFIF R I, RAVFRIRNEZ T
AR R DU T2 a8 E B A g . REFLE T RNAT B M E S AT AEH NS . TERAKBLEERE . BBEARIER
SRR, DL A EERARL, WS FER TR A1

RTP Pediatric Dentistry Jy% S GUER], Ff 5o 37 1 R A AR PURR R, BN RTP Pediatric Dentistry AR IR R A 7] 22 R .
REMIFFARLIRENGRRBAFSHERAR—MET. RTM RTP LEFHEE AT RROERIAEERERET. ROVRENREHTR
RECTKHTE, RREEMRK AT RIREHIGIT A R R IFHFLBIAN

Signature of Parent or Guardian (XK EI A%4) Date (HHD Relationshipto (5% AKR)

P {5 A RZ T H i

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

Dr Initials: Date:
Dr's Comments:




