Brett H. Mueller D.D.S.
Robert H. Offutt D.D.S.

Child's Name

DENTISTRY FOR CHILDREN
GET ACQUAINTED QUESTIONNAIRE

SS# - -

1523 E. Common
New Braunfels, Texas 78130

Date

Residence Address

Age

Date of Birth

City State Zip Residence Phone

School Grade

Whom may we thank for referring you?

Father's Name DOB Business Phone

Present Employer/Position: Social Security #

Mother's Name DOB TDL#

Present Employer/Position: Social Security #
TDL#

Please list any special interests, favorite toys, hobbies,

HEALTH HISTORY

people or characters, etc.

A-MEDICAL YES NO
Does your child have any major health Problems? ...................wceeeeeeooeeroeoooooooeseeeeoeeooeoes oo a d
If yes, Please explain:
Have you ever been told your child had a heart MUMMUI? ..............ovooooooooooeeeeeereeeees oo (| a
Is your child currently being treated by a PhYSICIAN? ................uuuueeeeeeeeeeoeeeseeeeeseeeeeeeooee oo d |
If yes, please explain:
Is your child taking any MEGICAHIONT .............cc.oocwwcueircremmsneeeecesimi st seeeeeseesse s eee e e oo ee oo eeeeeeeee D
If so, what?
Has your child ever experienced an unfavorable reaction to drugs including antibiotics (penicillin)
and local anesthetics (NOVOCAINE)? .........uuuue.ucerieeereeesaseias s e eeeessesssssseeeese e eesesses e e s s eee e s e seeees e esesese e Q |
In the learning process, would you classify your child as:
O much above average 1 above average 0 average (1 below average Q much below average
B-DENTAL
Last visit to a dentist:
(approximate date} (dentist)
Has your child complained about dental ProblemS? ..............ccu.uuveeeeceeeeeerseeesessessoe oo a (W}
Any injuries 10 MOULh - 18Eth = NEAAT ...........cciumuereerecieen et ee et oo eeeeee oo a i
Has your child had any history of:
Q Thumbsucking QO Fingersucking Q Lip Biting 1 Nail Biting O Pacifier
Do YOu Chil DIISHIREH AR .vuxxccosmssecusuengiosssrisssndisisisstshoasssssosionsssesmasssssssenss s somomsesessseseemssetsmomtress s rstesestsesss a [ |
Does your child let you assist with t00th BIUSHING? ..........cc.urrveeeooreeeees oo eeeeseeeeesss e oo J [
Is fluoride taken in @NY FOMM? .............oiivi ittt e et seeeee e eeeeeeeoen | a
Do you desire complete dental service for the child? |

Child’s attitude to dentistry?
Has child any history or difficufty with any of the following?

YES NO YES NO YES NO YES NO
O QdADs 3 Q4 Chronic Sinus O [ Heart {0  Q Rheumatic Fever
Q [ Asthma O [ Convulsions O O Kidney Q [ Thyroid
3 0O Bleeding Disorder [ O Diabetes O O Liver O (O Tuberculosis
(0 [ Cerebral Palsy @ [ Hearing 1 O Malignancies [JJ [J Other
J (1 ADHD/ADD O O Autism O O Hepatitis Qd [ Other

Who is your family physician or pediatrician?
Physician's Address
I you have previously completed this form for another child, please give that child’s name

Physician’s Phone

Continued on Reverse



FINANCIAL ARRANGEMENTS
PAYMENT FOR DENTAL TREATMENT IS EXPECTED WHEN THE SERVICES ARE PERFORMED.

We accept check, cash, VISA or MasterCard, Patients who are covered by dental insurance will be given a receipt to attach to their insurance form. It
is the parent's responsibility to forward all insurance correspondence to their insurance company.

if you have dental insurance, please provide the following information:

Name of Insurance Company SS#

Name of employee covered Date of Birth

I you receive assistance from Wolfare or other agency, please provide the following information:

Agency: (0 Medicaid [ Crippled Children Services [ Social Security [ Other:
YOU MUST HAVE A CURRENT MEDICAID CARD for regular or emergency dental exam. It is also necessary for us to make a copy of your Medicaid
card; please present it with this questionnaire and each time your child is seen by the dentist. If you do not bring your card each time, you are
responsible for any charges when your child is treated. Please notify us if you become ineligible for these benefits.

Signature of Responsible Party

* * * * * * * * * * * * * * * * * * * * * *

CONSENT FOR TREATMENT

State Law requires us to obtain your consent for contemplated dental treatment or oral surgery. Please read this form carefully and ask about anything
that you do not understand. We will be pleased to explain it.

1. Ihereby authorize and direct Dr. Mueller and / or Offutt and / assisted by other dentists and / or dental auxiliaries of his / her choice to perform
upon my child (or legal ward) dental treatment or oral surgery procedure(s), including the use of any necessary or advisable local anesthesia,
radiographs (X-Rays) or diagnostic aids. All X-rays are property of this office.

2. In general terms the dental procedure(s) or operation may include:
A. Cleaning of the teeth and the application of topical fluoride.

HE

Iommoow®

Application of plastic “sealants” to the grooves of the teeth.

Treatment of diseased or injured teeth with dental restorations (fillings or crowns).

Replacement of missing teeth with dental prosthesis.

Removal (extraction) of one or more teeth.

Treatment of diseased or injured oral tissues (hard and / or soft)

Treatment of malposed (crooked) teeth and / or oral developmental or growth abnormalities.

Use of physical restraint or restraining devices to safely accomplish the necessary dental procedures.

Use of sedative drugs to control apprehension and / or disruptive behavior (including Demerol, Phenergan Fortis, and Nitrous Oxide / Oxygen.

“

Use of General Anesthesia to accomplish the necessary treatment.

CURRERREEX™

Other:

I am advised that though good results are expacted, the possibility and nature of complications cannot be accurately anticipated and that, therefore, there
can be no guarantee as expressed or implied either as to the result of the treatment or as to cure. | further authorize the doctor to perform other dental
service(s) that in his / her judgment are advisable for my child or legal ward, with the exception of (if none so state):

3. Although their occurrence is extremely rare, some risks have been reported to be associated with dental or oral surgery procedures. State Law
fequires us to mention the possible risk of numbness, infection, swelling, discoloration, nausea, vomiting, allergic reactions, brain damage,
quadriplegia, paraplegia, the loss or loss of function of any organ or limb, or disfiguring scars associated with such procedure or procedures. |
further understand and accept that complications may require hospitalization and may even result in death.

| hereby state that | have read and understand this consent, and that all questions have been answered in a satistactory manner, and | understand
that [ have the right to be provided with answers to questions which may arise during the course of my child’s treatment.

I further understand that this consent will remain in effect until such time that | choose to terminate it.

_____________ ———

| certify that | have answered all questions the parent or I
guardian had about the above consent.

|
| Signature of Parent or Guardian
|
[

Date

Signature ot dentist or staff person



