
DDS, MOS (Oral Surgery) 

FDSRCS (ENG), FFDRCS (IRE) 

Board Certified Pediatric Dentist 

Briarcliff Pediatric Dentistry 

Patient and Family Information: 

Child's Name 
----------------

Birthdate 

325 South Highland Ave. 
Briarcliff Manor, NY 10510 
914-762-4151
briarcliffpediatricdentistry.com

D Male D Female 
Nickname/preferred to be called by _____________________ _ 
Social Security# _______________ _ Home Phone 
Home Address 

------------------------------

School Grade 
----------------------------

Responsible Party ____________________________ _ 
Relationship to Child __________________________ _ 
Name of Mother/Guardian Birthdate 

------------------

Social Security# _______________ _ Home Phone 
Address 

--------------------------------

City ___________________ _ State Zip 
Employer 

------------------
Business Phone 

Cell Phone E-Mail
------------------

Name of Father/Gaurdian Birthdate 
-------------------

Social Security # 
----------------

Home Phone 
Address 

--------------------------------

City ___________________ _ State Zip 
Employer _________________ _ Business Phone 
Cell Phone E-Mail 

------------------

Names and ages of brothers and sisters ____________________ _ 
Hobbies, pets, favorite TV shows, etc. ____________________ _ 
Whom may we thank for referring you? ____________________ _ 

Child's Dental History: 

Former Dentist _________________ Office Phone _______ _ 
Address ______________________________ _ 
City ____________________ State ______ Zip ___ _ 
Date of last dental visit ·---------------------------

Is there anything we need to know about that visit? _______________ _

Reason for this visit (1 st examination, check-up, toothache, etc.) ___________ _ 

Does your child use fluoride or toothpaste? No D Yes Take Fluoride supplements? No D Yes 
Does your child use floss? No D Yes 
Please check all that apply to your child: 
D Thumb/Finger Sucking D Fingernail Biting D Grinding Teeth 
D Lip or Cheek Biting O Jaw Difficulty: Clicking and/or Pain 

Child's Medical History: 
Child's physician/pediatrician ___________ City _____ Phone ___ _ 
Is your child in good health? ______ Is your child taking any medications? ____ _ 
Is your child allergic to any medications? If yes, please list: ______________ _ 
Other Allergies: If yes, please explain. ______________________ _ 
Does your child have a history of. .. 
Cerebral palsy, seizures, fainting, or loss of consciousness? No D Yes D 
Sensory disorders? (Seeing, Hearing, Sensory Integration Disorder) No D Yes D 
Being diagnosed with POD, autism, ADHD, or ADD? No O Yes D 



Congenital heart disease, heart murmur, or rheumatic fever? If yes, 
name details of cardiologist. 
Needing antibiotics prior to dental procedure? 
Heart surgery being done or recommended? 
Having a blood transfusion? 
Anemia or sickle cell disease? 
Bruising easily or bleeding excessively from small cuts? 
Pneumonia, cystic fibrosis, asthma, or difficulty breathing:' 
Stomach, intestinal, kidney, or liver problems? 
Hepatitis? 
Asthma? If yes, is it under control? 
Diabetes? 
Thyroid disease or other glandular disorders? 
Being hospitalized? 

No □ Yes □

No □

No D 
No □

No □

No D 
No □

No C 
No □

No □

No □

No □

No □

Yes D 
Yes D 
Yes D 
Yes □

Yes D 
Yes □

Yes □

Yes □

Yes □

Yes □

Yes □

Yes □

(If yes, please explain) _________________ _____ _  _ 
Is your child up to date with immunizations? (DPT, IPV, MMR, Hib, HepB) No □ Yes □

Any other information: ___________________________ _ 

Dental Insurance: 
Person Responsible for Account ________________________ _ 
Relationship to Patient ____________________ Birthdate ____ _ 
Social Security # Home Phone 

---------------- ---------

Address _____ _____ _______________ ________ _ 
City _____________________ State ______ Zip __ __ 
Employer Business Phone _____ __ _ 
Business Address Occupation __ _______ _ 
Insurance Company 

-----------------------------

Insurance Company Address __________________________ _ 
Insurance Company Phone Number _______________________ _ 
Subscriber I.D.# _________________ Group # __________ _ 

Office Insurance Policy: 
The office will only bill to your primary insurance company that we are a participating network provider for. You 
are responsible for any balance and submitting to your secondary insurance company. All copayments and 
deductibles are due the day the services are rendered. 

Assignment and Release: 
I hereby authorize payment directly to _______________ ________ 
for all insurance benefits otherwise payable to me for services rendered. I understand that I am financially 
responsible for all charges, whether or not paid by insurance, and for all services rendered on my behalf or my 
dependents. 

I authorize the above doctor and/or any provider or supplier of services in this office to release the information 
required to secure the payment of benefits. I authorize the use of this signature on all insurance submissions. 

I understand that regardless of insurance coverage, all charges are due in full within 60 days from the date of
service from the responsible party. For any unpaid balances, I understand that I am responsible for any legal

recourse/fees that will be incurred if balance is not paid. 

Signature Responsible Party ________ ____________ Date _____ _
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