
C.A. “Buddy” BriCe, d.d.S., P.A.
JASon S. reCtor, d.M.d.

Pediatric Dentistry
1070 Judge Sekul Avenue - Biloxi, Mississippi 39530

(228) 374-8175 
get-AcquAinted queStionnAire

full name of child ___________________________________ date of Birth ________________________

name child Prefers to be called ________________________ Place of Birth ________________________

School ____________________________________________ grade _____________________________

Please give reason for this visit _________________________ child’s Physician _____________________

father _______________________________SSn# ________________________doB ________________

Mother _______________________________SSn# ________________________doB ________________

Parent’s Marital Status         1. Married         2. Widowed        3. Separated        4. divorced         5. Single

Home Address _________________________________  city ___________________ Zip code _________

father’s Home Phone ___________________________  Mother’s Home Phone _____________________

father’s Work Phone ____________________________  Mother’s Work Phone ______________________

cellular _______________________ Beeper ____________________ other ________________________

father’s occupation ____________________________  employed By ____________________________

Business Address ______________________________  How long with present firm? _________________

Mother’s occupation ____________________________  employed By ____________________________

Business Address ______________________________  How long with present firm? _________________

do you have dental insurance? ____________________  Which company? _________________________

• FeeS Are PAyABle At the tiMe ServiCeS Are rendered.
• there will Be A ChArge For Broken APPointMentS
  without 24 hourS notiCe.
• there will Be A Fee For duPliCAtion oF x-rAyS.

Have we seen others in your family? ________________  name __________________________________

PleASe CoMPlete other SideSorg 8708

ext. ext.
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Child’s history
this information will provide us with better understanding of your child and help us to render the best dental care possible.

Has your child had any history of heart trouble, rheumatic fever, allergies, diabetes,

asthma, kidney or liver involvement, epilepsy, bleeding disorders                                Check one:
or brain injury? yes no
if YeS, circle the condition ......................................................................................................................q q

Has your child had any childhood diseases other than measles, mumps, chicken pox, smallpox? .......q q

is your child allergic to any food or medicine?........................................................................................q q

List __________________________________________________________________________________

Has your child had any history of sore throats, tonsillitis, or ear aches? (circle) ...................................q q

Has your child had any history of being under oxygen or general anesthesia? .....................................q q

Has your child experienced any trouble from previous medical or dental care? ....................................q q

Has your child had a cerebral or spastic condition? ...............................................................................q q

is your child mentally compromised? .....................................................................................................q q

is your child under medical care at present? ..........................................................................................q q

if YeS, explain: ________________________________________________________________________

is your child taking medicine? ................................................................................................................q q

Any history of absent or extra teeth in child? in family? (circle) ...........................................................q q

a. fluoridated tap water ..........................................................................................................................q q

b. fluoride solutions applied to the teeth by a dentist ............................................................................q q

c. fluoride tablets prescribed by a dentist or physician ..........................................................................q q

Please give name of your water system _____________________________________________________

give date of last dental care: ______________________________________________________________

dr.’s name and Address _________________________________________________________________

reMArkS: ___________________________________________________________________________

_____________________________________________________________________________________

in case of emergency who may we contact other than spouse?

name:__________________________ Phone:_______________ relationship to Patient: ___________

Address: _____________________________________________________________________________

Please Sign_________________________________________ relationship to patient ______________

date _________________________________________________________________________________
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