Pediatric Dentistry

Rainbow Kids Dental

S. LEE, D.M.D.

NJ SPECIALTY NO. 4007

3900 PARK AVENUE SUITE 105
EDISON, NJ 08820

(732) 452-0100

Date:
Child'sName; Nickname:
Mailing Address City: State; Zip:
Sexx: M / F Age Birth date: / / SSH:
(Circle One)
Name of Responsble Party: Relationship to Child:
Mailing Address City: State; Zip:
Sex: M / F Age Birth date: / / Single Married Widow Separated Divorced SS#:
(Circle One) (Circle One)
Home Phone: Work Phone: Cell Phone:
Email Address Occupation:
Employer:
Employer Address City: State: Zip:
Family Member Information
Please lig the namesof Isperson Sex Age Date of Please lig the namesof Isperson Sex Age Date of
your spouse and children. apatient? birth your spouse and children. apatient? birth
Yes [ No | M| F Yes [ No | M| F
Who may we thank for referring you to our office?
INSURANCE INFORMATION
Policy HoldersName; Relationship to Patient: SSH: DOB / /
Name of Employer: Employer Address State:
Insurance Co. Group #: Address
Secondary Insurance Information
Policy HoldersName; Relationship to Patient: SSH: DOB / /
Name of Employer: Employer Address State:
Insurance Co. Group #: Address

| certify that all theinformation (includingmedicd, personal, and insurance records) istrue and complete. | give my full permisson to Rainbow
KidsDentd to check and verify my credit and/or employment history. | further understand that Rainbow Kids Dentd will asis mein filing my
child’sclams but theinsurance coverage | have for dentd servicescan vary and will depend on my insurance plan.

| undergand that | am responsible for dl feesand services Since our doctors often provide continuing education to other doctors | gve my

permission to use my child’'s photosfor educational purposes

| dive permisson, in my absence, to provide examinations dentd cleaningsand necessary x-raysas part of routine carefor thispatient.



We require 48 hours advance notice if you are unable to keep your appointment. Failure to do so could result in a charge. Finance charges will be
asesed on any account that is60 daysor more past due at the rate of 5% per month. Thank you for your cooperation.

Parent or Guardian:

(please complete both sde)
Medical History
Physcian’sname Address Phone
Date of Lagt vist Results

Please indicate with a YES or NO. Doesyour child currently have/previoudy had any of the following hedth problems?
Allerges(Food, Dusgt, Drug, Unknown) Any Current/Recent Injuries
If yes Pleaselig Childhood llIness
Rheumatic Fever / Rheumatic Heart Dissase Blood Trangfuson
Congenita Heart Disease or Hearth Murmur Any Prolonged Bleeding/Bruises Easily
If yes Premed Needed? Kidney or Bladder Problems

Name of Pharmacy: Tuberculogs or Pneumonia

Pharmacy Phone Number: Liver Problems Jaundice or Hepatitis
Glandular or Hormonal Problems Accidentsor Severe Infections
DiabetesBlood Sugar Problems Psychologica or Emotional Problems
Arthritisor Rheumatism (painful, swollen joints) Any Pending/Recent Surgery
Convulsons Seizures Fainting or Epilepsy Speech, Learning, or Hearing Disorders
Anemia or Blood Disorders ADD/ADHD
High/Low Blood Pressure Autian

Asthma or Hay Fever (Please Indicate) If yes please list any current medications
Are your child’'s Immuniztions Current?
Please explain any other medical concerngCurrent Medication(s):

Denta History

Date of Lagt Dental Vist By Dr.
Do you have any Current Records (including x-rays) from another practice? CdYes [INo
Hasyour child complained about any denta problems?
Any injuriesor surgeriesto mouth, teeth, head? ClYes [INo  If yes please describe:

Doesyour child gill take the bottle or sppy cup?
Doesyour child brush daily? OYes CO0No How Often?
IsDental Flossused? CIYes CINo

Please check each box if your child hasany of the following mouth habits
OThumb Sucking OMouth Breathing OPacifier [CINail Biting OFinger Sucking [OGrinding OOther

How does your child receive Huoride?
OWater Supply ODentig OToothpase [OVitamins OTablets [ONone
OOther:

Child’'sAttitude Towards Dentigry:
Reason for Today’'s Vist/Chief Concerns

Authorizations

Theinformation that | have given iscorrect to the bed of my knowledge. | underdand that it will be heldin the strictest of confidence,
and it ismy responsbility to inform this office of any changesin my child’'smedical status | authoriz the dental staff to perform the
necessary denta servicesfor my minor/child.



(Signature of Parent/Guardian) (Date)

| certify that my minor/child iscovered by insurance with
(Name of Insurance Company)

And assign directly to Rainbow Kids Dental (Dr.Lee) al insurance benefits if any, otherwise payable to me for servicesrendered. |
Understand that | am financially responsible for al chargeswhether or not paid by insurance. | hereby authoriz the dentist to release
all information necessary to secure the payment of benefits | authoriz the use of thissignature on all my insurance submisson,

whether manua or electronic.

(Signature of Parent/Guardian) (Date)



