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    Brian B. Lee, D.M.D.

Pediatric Dentist

111 Willard Street, Unit 2-D * Quincy, MA  02169 * Phone 617-471-2184 * Fax 617-471-2185

Family Information
Father

Name: ____________________________________________
Address: __________________________________________
City: ______________________State: ______ Zip: ________
SS #: _____________________ Date of Birth: ____________
Home Phone #: _____________________________________
Work Phone #: _____________________________________
Cell Phone #: _______________________________________
E-mail Address: ____________________________________
About your Child (Patient)
Name: ____________________________________________
Nickname: _________________________________________
Date of Birth: __________________________ Age: _______

Gender:  Male       Female 

School: _______________________________Grade: ______
Whom may we thank for referring you to us?
__________________________________________________
Dental Insurance
Primary Insurance

Insurance Company: _________________________________
Ins. Co. Address: ____________________________________
Ins. Co. Phone #: ____________________________________
Subscriber’s Name: __________________________________
Subscriber’s Date of Birth: ____________________________
Subscriber’s Employer: ______________________________
Subscriber’s ID #: ___________________________________
Group #: ____________________ S.S. #: ________________

Mother
Name: ____________________________________________
Address: __________________________________________
City: ______________________State: ______ Zip: ________
SS #: _____________________ Date of Birth: ____________
Home Phone #: _____________________________________
Work Phone #: _____________________________________
Cell Phone #: _______________________________________
E-mail Address: ____________________________________
In Event of Emergency

Who should we contact? ______________________________
Relation to patient: __________________________________
Phone # where we can reach them: ______________________
Secondary Insurance (if any)

Insurance Company: _________________________________
Ins. Co. Address: ____________________________________
Ins. Co. Phone #: ____________________________________
Subscriber’s Name: __________________________________
Subscriber’s Date of Birth: ____________________________
Subscriber’s Employer: ______________________________
Subscriber’s ID #: ___________________________________
Group #: ____________________ S.S. #: ________________

Patient’s Dental Information

1.  Has the patient been to the dentist before? ………………...
(Yes       (No


-If yes, please fill out the following information:



A.  Name of previous dentist: _____________________________



B.  Previous dentist’s phone #: _____________________________



C.  Date of last dental exam: ______________________________



D.  Date of last dental x-rays: _____________________________



E.  Has the patient ever experience any difficulty with previous dental work? (Yes       (No




- If yes, please explain: ____________________________

2.  What is the reason for today’s visit? _________________________________

3. Is the patient in any pain? ……………………………………(Yes       (No


-If yes, for how long? _____________________________

4.  What type of water does the patient drink?  (Check all that apply)

   
(Tap Water
       (Filtered Water
   (Well Water      
 (Bottled Water 

5.  Does the patient take fluoride supplements? ………………
(Yes      (No  

6.  Does the patient do any of the following?


(Finger/thumb sucking     (Pacifier     (Nail biting     (Nursing     (Bottle use     (Teeth grinding

7.  Does the patient participate in any sports? ………………...
(Yes       (No


-If yes, please list: ________________________________

Patient’s Medical History

Name of Patient’s Physician: _______________________________ Phone #: __________________________

Date of last physical exam: ________________________________

Are all immunizations up to date? ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​ ________________________________________________

Please describe the patient’s current physical health:
(Good       (Fair      (Poor

Has the patient had any history or conditions related to the following?  (Check all that apply)

(Anemia

(Asthma

(Bladder

(Bleeding disorders

(Behavioral disorders

(Cancer

(Cerebral Palsy

(Chronic Sinusitis

(Diabetes

(Drug Allergies

(Epilepsy

(Food Allergies

   (Describe below)

(Hearing

(Heart

(Hepatitis

(HIV/AIDS

(Kidney

(Latex Allergy

(Liver

(Rheumatic Fever

(Surgeries or 

   Hospital visits

(Tuberculosis




   (Describe below)

· List all allergies (drug, food, etc): ____________________________________________________________________________

· Please list any medical conditions not mentioned above: __________________________________________________________

· Please list all medications the patient is currently taking and reason for taking them_____________________________________
· Does the patient require pre-medication/antibiotics prior to dental treatment? (Yes    (No    (Don’t Know

I understand that the information that I have given is correct to the best of my knowledge, that it will be held in the strictest of confidence, and it’s my responsibility to inform this office of any changes in my child’s medical status.  I authorize the staff to perform any necessary services needed during diagnosis and treatment.  I also authorize the provider to release any information required to process insurance claims.

Signature of Parent/Guardian: ________________________________________________________Date: ______________________

(Patient may sign if 18 yrs or older)
