
 

1.  Were there any difficulties during the pregnancy, delivery, or first year of the child’s life?                                                                                   � Yes     � No 
     If so, what?  ________________________________________________________________________________________________ 
2.  Was your child premature?                                                                                                                                                                                        � Yes     � No 
3.  Is a physician treating your child now for a specific illness?                                                                                                                                    � Yes     � No 
     If so, for what reason?__________________________________________________________________________________________ 
4.  Is your child taking any medication at this time?                                                                                                                     � Yes     � No 

DRUG DOSE FREQUENCY REASON 

    

    

    

    

  Please use PEN to complete this form. 
 
 
 
 

 
 
 

DRS. KANE, TESINI, SOPOROWSKI 
AND ASSOCIATES, LLP 

230 POND STREET 
NATICK, MA  01760 

(508) 653-2417 
FAX (508) 650-5715 

 
Please attach snapshot photo here                                                                            DATE OF RECORD _________________________________ 
 

A recent photo will complete your child’s customized record.                                  REVIEWED BY ____________________________________ 

PERSONAL 
 
__________________________________   _________________   __________________   _____________________   ___________ 
                                 Patient’s Last Name                                         First Name                        Home Telephone                           E-mail Address                      Birth Date 
_____________________________________________   _____________________   ____________   _________________  ______ 
                                         Street Address                                                                      Town                                     Zip                              Nickname                     Sex 
_________________________________________________   ______________________________    ___________    ___________ 
                      Previous Address if < 3 yrs. at Current Address                                                  Town                                                         State                                 Zip 
______________________________________   ____________   _____________________   _______________________________ 
                              Parents’s Name                                                  Birth Date                         Social Security #                                               Employer 
______________________________________   ____________   _____________________   _______________________________ 
                                       Parents’s Name                                                 Birth Date                         Social Security #                                               Employer 
 

Age and Name of Siblings   ______________________________________________________________________________________ 
 
PARENT’S INFORMATION:      � Single         � Separated         � Married           � Divorced          � Widowed       (Check One) 
 

_______________________________________       ________________________________________________________________ 
                             Billing Party                                                                                                                       Billing Address 
_________________________________       _________________________________ 
                       Parents’s Work #                                                                 Parents’s Work #                       
____________________________________________________________________________       ___________________________ 
                                                                Previous or Family Dentist                                                                                                      Telephone 
____________________________________________________________________________       ___________________________ 
                                                                      Child’s Physician                                                                                                             Telephone 
 

Whom can we thank for referring you _______________________________________________________________________________ 
 
Address                                  Street  _______________________________________________________________________________ 
 
                                            City _______________________   State _________   Zip _____________  Phone # __________________ 

PATIENT INFORMATION FORM 

MEDICAL HISTORY 



  5.  Has your child taken any unusual medications in the past?                                                                                                            �   Yes    �   No 
          If so, what? _______________________________   For what reason? ________________________________________________ 
 

  6.  Has your child shown any allergies or unusual reactions?  Please describe.                                                                                  �   Yes    �   No 
          a.    Medications or drugs  ___________________________________________________________________________________ 
        b.   Foods  ______________________________________________________________________________________________
        c.   Other _______________________________________________________________________________________________ 
 

  7.  Has your child ever been hospitalized?                                                                                                                        �   Yes    �   No 
        If so, when? _____________________________________________________________________________________________ 
        For what reason?  _________________________________________________________________________________________ 
 

  8.  Has your child had any operations?                                                                                                                             �   Yes    �   No 
        If so, when? _____________________________________________________________________________________________ 
        For what reason?  _________________________________________________________________________________________ 
        Was general anesthesia used?                                                                                                                                                       �   Yes    �   No 
          Any complications, if so, what? _______________________________________________________________________________ 
 

  9.   Are your child’s immunizations up-to-date?                                                                                                                                  �   Yes    �   No 
 

10.   Does your child have any history of the following diseases or conditions?  (If “yes” check boxes that apply)                          �   Yes    �   No 
 
          �   Rheumatic Fever                                             �  Hepatitis                                                        �  Sickle Cell Disease or Trait 
          �   Heart Disease                                                  �  Tuberculosis                                                  �  Cystic Fibrosis 
  �   Jaundice                                                           �  Bleeding Problem                                         �  Leukemia or Tumors 
          �   Diabetes                                                           �  Seizures                                                         �  Kidney Disease 
          �   Asthma                                                            �  Anemia                                                          �  Cerebral Palsy 
          �   Liver Disease                                                  �  Past Hx of Child Abuse                                �  HIV 
          �   Heart Murmur, Type? ___________________________________________________________________________________ 
          �   Learning Disabilities, Type?  ______________________________________________________________________________ 
          �   Emotional Disabilities, Type?  _____________________________________________________________________________ 
          �   Hearing Difficulty, Type? ________________________________________________________________________________ 
          �   Speech Difficulty, Type?   ________________________________________________________________________________ 
          �   Developmental Disability or Delay, Type?  ____________________________________________________________________ 
          �   Other   ______________________________________________________________________________________________ 
 

11.  Does your child bruise easily?                                                                                                                                                         �   Yes    �   No 
 
12.  Has there ever been any history of spontaneous bleeding (e.g., nose bleeds) or prolonged bleeding following tooth removal 
          surgery, cuts, etc.?                                                                                                                                                                         �   Yes    �   No 
 

REMARKS: _________________________________________________________________________________________________ 
 __________________________________________________________________________________________________________ 
 __________________________________________________________________________________________________________ 

DENTAL HEALTH HISTORY 
1.   Please check reason(s) for seeking dental care 
      � First Examination                                                                                   �  Appearance of teeth or face 
      � Routine check-up                                                                                   �  Crowding of teeth 
      � Toothache or swelling                                                                            �  Accident 
      � Other  ________________________________________________________________________________________________ 
 

2.   If your child has been to a dentist previously                                                                                                                                   �  Yes    �  No 
      a.   When was last visit? 
      b.   Have x-rays been taken and when?  Date  _______________________________________________________________________ 
      c.   How  would  you describe your child’s temperament? ______________________________________________________________ 
 

3.   How do you think your child would react to dental treatment? ___________________________________________________________ 
     ________________________________________________________________________________________________________ 
 
4.   Has your child had fluoride in any of the following forms? 
      fluoride tablets or in vitamins (Fluoride amt.  .25   .5   1.0 mg)                                                                                                      �  Yes    �  No 
      Drinking water (community fluoridation)                                                                                                                                        �  Yes    �  No 
      Topical application to teeth; last  ________________________________________________________________________________ 
      Toothpaste; brand  __________________________________________________________________________________________ 



  5.  Does your child brush his/her own teeth?                                                                                                                                       �  Yes    �  No 
       How frequently and when?      �  A.M.          �  P.M.          �  After Snacks          �  Before Bed          �  After Breakfast   
   
  6.  Do you brush your child’s teeth?                                                                                                                                                     �  Yes    �  No 
       How frequently and when?      �  A.M.          �  P.M.          �  After Snacks          �  Before Bed          �  After Breakfast 
   
  7.  Do you or your child use dental floss in cleaning your child’s teeth?                                                                                            �  Yes    �  No 
       How frequently and when?      �  A.M.          �  P.M.          �  After Snacks          �  Before Bed          �  After Breakfast 
 

  8.  Does your child have between meal snacks?                                                                                                                                   �  Yes    �  No 
        
  9.  Have your child’s teeth ever been injured? 
        When? ___________________      Which teeth? ___________________       Cause? ______________________________________ 
       Were the teeth treated?                                                                                                                                                                     �  Yes    �  No 
       If so, describe treatment ______________________________________________________________________________________ 
 

10.  Does you child have any of the following habits?   (Indicate ages when occurred) 
       Bottle to bed at night________________________________________________________________________________________ 
       Thumb or finger sucking_____________________________________________________________________________________ 
       Pacifier _________________________________________________________________________________________________ 
       Tongue thrusting __________________________________________________________________________________________ 
        Lip sucking or biting  _______________________________________________________________________________________ 
       Breathes through mouth _____________________________________________________________________________________ 
 

11.  Has your child received any unusual dental or surgical treatment to the mouth?                                                                          �  Yes    �  No 
       If so, what  _______________________________________________________________________________________________ 
 
I hereby give permission to Drs. Kane, Tesini, Soporowski & Associates to provide to my child routine dental treatment which the doctor deems 
necessary and appropriate.  Routine treatment may include, but not be limited to, topical anesthetic, periodic radiographs, local anesthetics 
(injections), etc. 
 

Signature of Legal Guardian ___________________________________________________________   Date ________________________ 
 

RE-EVALUATION OF ORIGINAL MEDICAL  HISTORY PORTION OF THIS FORM 
Has there been any change in patient’s health and/or medications since last dental appointment?  If yes, please describe below. 

DATE NO CHANGE (9) CHANGES PARENT INITIAL 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    



 
 

FINANCIAL  POLICY 
 
 
 

PAYMENT IS DUE WHEN SERVICES ARE RENDERED.  We accept cash, personal checks, MasterCard, Visa, 
and American Express.  It is not our policy to accept assignment for dental insurance other than Blue Cross / Blue 
Shield, or Delta Dental Plan, excluding Tufts Delta Plan, for which we are providers.  A statement of actual services will 
be provided to you so that you can be reimbursed by your insurance carrier.  We realize that some procedures are more 
extensive than others and we will be willing to work out alternative financial arrangements prior to treatment.  Please see 
our billing manager regarding this.  In the case of a divorce, the parent bringing the child to the office will be deemed 
financially responsible. 
 
I have read the above and understand my obligations. 
 
_________________________________________________ 
Signature of financially responsible party 
 
 
In the event that treatment is not paid for at the time services are rendered, an authorization will be required to bill your 
DENTAL insurance company.  Please complete the following so that we will have this on file. 
 
PRIMARY POLICY HOLDER              NAME: _________________________________________________________ 
                                                                 SS#: ____________________________________________________________ 
INSURANCE CARRIER:                       NAME: _________________________________________________________ 
MAILING ADDRESS FOR CLAIMS:   STREET: ________________________________________________________ 
                                                                 CITY:  __________________________________________________________ 
GROUP / POLICY #:                                            _________________________________________________________ 
EMPLOYER OF INSURED:                  NAME: _________________________________________________________ 
                                                                 ADDRESS: ______________________________________________________ 
PATIENT ID #:                                                     _________________________________________________________ 
 
If you have a secondary insurance, please complete the following:             
 
PRIMARY POLICY HOLDER              NAME: _________________________________________________________ 
                                                                 SS#: ____________________________________________________________ 
INSURANCE CARRIER:                       NAME: _________________________________________________________ 
MAILING ADDRESS FOR CLAIMS:   STREET: ________________________________________________________ 
                                                                 CITY:  __________________________________________________________ 
GROUP / POLICY #:                                            _________________________________________________________ 
EMPLOYER OF INSURED:                  NAME: _________________________________________________________ 
                                                                 ADDRESS: ______________________________________________________ 
PATIENT ID #:                                                     _________________________________________________________ 
 
 
I authorize my insurance company(s) to pay benefits directly  to my dentist.  I understand that all policies are different and 
am responsible for knowing my plan provisions.   I understand that I will be responsible for all co-payment, deductible, and 
rejected charges. 
 
_________________________________________________ 
Signature of policy holder 
 

 


