Emhardt Pediatric Dentistry, LLC
emhardtpediatricdentistry.com xray@emhardtpd.com
1818 N Riley Hwy Suite B Shelbyville, IN 46176-8572 (317)699-6109

Current Patient Information

Patient Name: Preferred Name:

Gender: M /F Birthdate: / / Email:

Address:

City: State: Zip Code:

Maobile Phone: ( ) - Home Phone: ( ) - Best Time to Call:

Name of legal guardian(s) for child:__

Please Circle: Biological Adoptive  Foster Other:

Emergency Contact/Phone/Relation (other than parent)

Name: Phone: ( ) - Relation:

Primary Care Physician and Phone:

Name: Phone: ( ) -

Preferred Pharmacy and Phone:

Pharmacy: Phone: ( ) -

Parent Information

Name: Preferred Name:

Gender: M /F Family Status: (please circle) Married Single

Birthdate: f / Ssi: - - DL#:

Mobile: ( ) - Home: ( ) - Email:

Address: City: State: Zip:

Dental Benefits

Name of Insurance Company:

Name of Policy Holder:

Name of Employer: Birthdate of Policy Holder: - -

SS# of Policy Holder: - - Plan’s Phone #: ( )- -




Does your child have any allergies? (Please circle and specify below) Drug Food Seasonal

List Allergies:

Child’s Medical History

Hives Latex Other

Is your child followed by a specialist: Yes/No Name:

Please indicate if your child has experienced any of the following:

Y /N Acid Reflux Y/N ADD/ADHD Y /N AIDS/HIV Positive Y/N Anemia

Y /N Aneurism Y /N Arthritis Y /N Artificial Joints Y/N Asthma

Y /N Autism Spectrum Y /N Bleeding Disorder Y /N Blood Transfusion Y /N Cancer/Tumor
Y /N Cerebral Palsy Y /N Cleft Lip/Palate Y / N Cold Sores Y /N Cystic Fibrosis

Y /N Developmental Delays Y /N Diabetes Y /N Dizziness Y /N Down Syndrome
Y /N Eartubes Y /N Eating Disorder Y/N Eczema Y /N Epilepsy

Y /N Excessive Bleeding Y/N Fainting Y /N Febrile Seizure Y/N Glaucoma

Y /N Head Injuries Y /N Hearing Aid Y /N Hearing Impairment Y /N Heart Disease

Y /N Heart Murmur Y /N Hemophilia Y /N Hepatitis Y /N Hernia

Y /N Herpes Y /N High Blood Pressure Y/N HIV Y /N Hospitalized

Y /N Jaundice Y /N Kidney Disease Y /N Liver Disease Y /N Mental Disorders
Y /N Mitral Stenosis Y/N MVP Y /N Nervous Disorder Y/N Other

Y /N Pacemaker Y / N Physical Disability Y /N Pregnancy Y /N Premature

Y /N Radiation Treatment Y / N Respiratory Problems Y /N Rheumatic Fever Y /N Rheumatism

Y /N Sickle Cell Trait Y /N Sinus Problems Y /N Speech Disorder Y /N Stomach/Gl Disorder
Y /N Stroke Y /N Tonsillitis Y /N Tuberculosis Y/N Tumors

Y/N Ulcers Y /N Venereal Disease Y /N Vision Problems

If there have been any medical changes since your last visit with us, please list below:

Please List all medications, drugs, pills or herbal remedies, including regular dosages of aspirin:

By Signing below, | acknowledge that | have reviewed ALL questions/alerts on this questionnaire and responded accordingly.
There are no other medical conditions or medications/allergies that have not been listed. |1 am aware that | must notify the
practice of any future changes.

Signature: Date:




