Health History Update

To ensure that we have up-to-date medical information, we are required to obtain the following. Please
take a moment to thoroughly answer these questions so that we may better serve your child.

Child’s Name:

First Middle Last
Age: Date of Birth:
Father’s Name: Mother’s Name:

Marital Status (please circle one):  Married Single Divorced Widowed Separated

Home Phone: Is thisa new number:  Yes No
Cell Phone: Email:

Father’s work phone: Employer:

Mother's work phone: Employer:

Emergency Contact Name:

Relationship to Child: Phone:

How would you prefer to receive appointment reminders (please circle one):  Phone  Email
Has your home address changed since your last visit?  Yes No  If yes, please complete below:

Home Address:

Street City State ZIP

Has your insurance changed since your last visit? Yes No  If yes, please complete below:

Subscriber: Employer:

Insurance Company:

Policy/Group Number:

If updating insurance information, please provide a copy of your card so we may make a copy for our
records.

- OVER -



Please Answer the Following Questions

Has your child seen his/her physician since your last visit?  Yes No

If yes, please explain:

Is your child taking any medication at thistime? Yes No

If yes, please list:

Has your child received any injections in the last six months? Yes No
If yes, please explain:

Has your child had any injury to the head or neck in the last six months?  Yes No

If yes, please explain the type of injury and cause:

Have any dental problems developed since your child’s last visit? Yes No

If yes, please explain:

Are there any medical or dental problems you wish to discuss with the doctor?  Yes No

If yes, please explain:

What would you suggest to improve our service in the future?

Please list any dental procedures that you do not wish to be performed for your child:

By signing below you agree to the following:

I do not hold Dr. James Hutton and Dr. Heather Owens responsible for any detrimental effects that may re-
sult from these procedures not being performed.

I understand that certain dental procedures are not covered by my insurance. | want the procedures rendered
that represent the standard of care of the American Academy of Pediatric Dentistry and the American Dental
Association. | agree to pay for any expenses not covered by my insurance. | understand that should there be a
procedure that | do not wish performed on my child that | must notify the office prior to my child’s visit.

Signature of Parent or Legal Guardian Date Signed



