Child Health History Form

Date

Patient Information

Child’s name Date of birth OMale OFemale
LAST
Address Phone
STREET STATE ZIP
School Grade Referred by

Child’s dentist Child’s physician

Names and ages of other children in family

Parent Information

Father’s Name Date of Birth
LAST Ml

Address (if different) Home Ph (if different)
STREET STATE

Cell Phone Email

Employer Occupation

Work Address Work Ph
STREET

Mother’s Name Date of Birth
LAST MI

Address (if different) Home Ph (if different)
STREET STATE
Cell Phone Email

Employer Occupation

Work Address Work Ph
STREET

Dental Insurance Information

Insured’s Name Employer
LAST MI

Insurance Company Group No. SSN or ID No.

Does your child have dual coverage! Yes No

Insured’s Name Employer
LAST MI

Insurance Company Group No. SSN or ID No.

P (805) 522.2164
SPACESHIPDENTIST.COM




