ELITE SMILES CHASTAIN PEDIATRIC DENTISTRY
91 West Wieuca Road, Suite 300, Atlanta, Georgia 30342

WESLEY D. POWELL, DDS, MS       
 WELCOME AND THANK YOU FOR SELECTING US!
DATE: ________________________
PATIENT INFORMATION:




Name: (First)_____________________________(Middle Initial)  _______(Last)________________________________    

Preferred Name:______________________________Sex:  M   F    Birthdate:_____/_____/______     Age:____________ 
(NO PO BOX ADDRESS, PLEASE) Street Address:__________________________________________________
City:______________________________State:______ Zip:_____________ Tel #:  (________)________________
SS#:_______________________Name/s of siblings seen in this office:_____________________________________




How did you find our practice? ____________________________________________________________________
PARENT/GUARDIAN INFORMATION:


Name: _________________________________________ Email Address: __________________________
Street Address: _________________________________________________________________________________
City/State/Zip: ________________________________________________________Birthdate: _____/____/_______
Employer___________________________________________Occupation: ________________________________ 
Driver’s License: _____________________________________Social Security #:_________________________________
Home Phone #: ______________________ Work Phone #:_______________________Cell #:_______________________
*******

Parent/Guardian #2 Name: __________________________________________Email:_______________________ 
Street Address: ________________________________________________________________________________
City/Sate/Zip:________________________________________________________Birthdate:____/____/________
Employer____________________________________________Occupation:_______________________________
Driver’s License: _____________________________________ Social Security #:_________________________________
Home Phone #: ____________________________ Work Phone: ______________________________ Cell #: ____________________________
PATIENT’S NAME: ________________________________________ DOB: ____________________
MEDICAL/DENTAL HISTORY

Has your child ever had any of the following:  Please mark “Y” for YES and “N” for NO for EACH ITEM.
____ DRUG ALLERGIES
 (please list below)
         ___FREQUENT MIDDLE EAR INFECTIONS
____ENVIRONMENTAL ALLERGIES

         ___HEARING LOSS



____ FOOD/OTHER ALLERGIES (please list below)        ___DEVELOPMENTAL DISABILITIES

____ASTHMA

        

                       ___INTELLECTUAL DISABILITIES         ____HEART MURMUR

                                      ___GENETIC DISORDER 
____CONGENITAL HEART DEFECT

         ___SPEECH PROBLEMS
____TUBERCULOSIS
    

                       ___LEARNING PROBLEMS/DELAYS                               ____HIV/AIDS




         ___AUTISM
____HEPATITIS A                              
                       ___ADD/ADHD
____HEPATITIS B                         
                                      ___NERVOUS DISORDERS



____HEPATITIS C                     
                                      ___FEBRILE SEIZURES
____JAUNDICE                                                                    ___SEIZURES w/o FEVER
____CANCER/RADIATION TREATMENT                       ___RHEUMATIC FEVER
____BLOOD TRANSFUSIONS                                           ___STOMACH/LIVER/KIDNEY PROBLEMS
                    ____ABNORMAL BLEEDING/HEMOPHILIA                  ___OBSTRUCTIVE SLEEP APNEA
____ANEMIA



       
         ___HISTORY OF SNORING
____DIABETES                                       
                        ___MOUTH BREATHER                    
                                       ___ ENLARGED ADENOIDS/TONSILS                            ___ MTHFR GENE MUTATION

If any of the above marked Y, please explain: _________________________________________________ 
Has your child ever been hospitalized? _____ If yes, why? _______________________________________ 
Has your child ever had surgery? _______ Type of surgery: _____________________________________
During any surgery was anything artificial placed like pins, screws shunt? ________________________

Please explain any medical problems or conditions that your child has, which have not been listed previously:_____________________________________________________________________________

CURRENT MEDICATIONS: ____________________________________________________________
TREATMENT FOR: ____________________________________________________________________
Is this the first dental experience of your child? ____ If not, date of last dental visit: __________________
Any current dental concerns? ______________________________________________________________

Does your child suck his/her thumb/finger/pacifier? ____________________________________________
Is fluoride taken in any form?______________________________________________________________

Has your child ever had an unhappy dental experience? _________________________________________
Has your child had any injuries to the mouth/head? ____________________________________________
PEDIATRICIAN’S NAME: ______________________________________PHONE# _______________

PREVIOUS DENTIST: __________________________________________PHONE# _______________                                                           
 DENTAL INSURANCE:
PRIMARY INSURANCE INFORMATION

Insured’s Name_________________________________________Relationship to patient______________
Insured’s Birthdate____________________________Social Security #_____________________________
Employer______________________________________________________________________________
ID # ________________________________________Group # ___________________________________

Insurance Company______________________________________________________________________
Street Address/PO Box ___________________________________________________________________
City, State, Zip__________________________________________________________________________
Insurance Company Phone Number _________________________________________________________

OFFICE POLICY:
Our primary concern is providing the best quality dental care to our patients. However, it is your responsibility to inform our staff of guidelines set by your insurance company. We will gladly work within those guidelines. Unfortunately, if you do not inform us and we subsequently performed services and/or procedures, the office is not liable for it. PAYMENT OF THESE SERVICES WILL BECOME YOUR RESPONSIBILITY. 
If for some reason a parent is not able to bring the child, we need a signed authorization from the parent/guarantor allowing us to do dental care on the child. Please let us know how to contact you in case we have any questions.
I have read and understand the above office policy and agree to accept responsibility as described.

Name/s of Patient/s:______________________________________________________________

Signature:

Parent/Guarantor_______________________________________________Date:_____________
