	Personal Information

Full Name

Nick Names

Street Address

               City                    State                    Zip Code

_________________________________________________________            ______________________________          ______________________   

  Social Security Number       Date of Birth       Gender

     Mother/Guardian’s Name

Contact Numbers
     Father/Guardian’s Name

Contact Numbers

	Medical Information

Medication:

Illnesses:

Allergies:

Physician’s Name:  _______________________________
Physician’s Contact Number:  ______________________
Hospital Frequented:  _____________________________

Address:  _______________________________________

_______________________________________________
	Physical Characteristics


____________     ____________     ____________

            Race                 Eye Color            Hair Color

    ____________      __________     ______________

          Piercing               Braces          Glasses/Contacts

Birth Marks, Moles, Scars, Tattoos, History of Broken Bones, Prosthetics, Disabilities, etc...  

_____________________________________________

_____________________________________________  
  
	           Dental Chart

Baby Chart        Permanente Teeth
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Dentist’s Name:  _____________________________

Dentist’s Contact Number:  ____________________

Please have you child’s dentist 
complete chart accordingly
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____________     ____________     ____________
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	            Dental Chart

Baby Chart       Permanente Teeth



Dentist’s Name:  _____________________________

Dentist’s Contact Number:  ____________________

Please have you child’s dentist 
complete chart accordingly


