
Hill Country Dental					      	         Maria C. Garanzuay, DDS, PC
20770 US 281N. #110							            				   4932 Windsor Hill	
San Antonio, TX  78258										         San Antonio, TX  78239
Phone:  210-494-4455										            Phone: 210-653-4410

Child Information

Patient Name:_______________________________    Name you wish to be called:  ________________       Date: _______________

Physical Address:  ____________________________________________________________________________________________
			Street Name and #					City			Zip code

 Mailing Address:  ____________________________________________________________________________________________
			Street Name and # or PO Box				City			Zip code

Sex:   Male   Female     Age: ________     Birth date:  ______________     	Person financially responsible: __________________    
  
Parent, Guardian, Responsible Party Info:

Email Address: ___________________________________________________   

Home Phone: _____________________   Cell Phone:______________________   Work Phone:  _____________________________

IN CASE OF EMERGENCY PLEASE CONTACT (someone NOT living with you)

Name: _____________________________________  	Relationship to you:  ________________________________________

Phone numbers (home and cell):  _________________________________ Address: _______________________________________
  

*****If you gave us a copy of your insurance card there is no need to fill out the Insurance portion*****

Insurance Company:  _______________________________________________ Insurance Phone #:  _________________________ 
Name of policy holder: ________________________________________   Relationship to patient:  ____________________________
Policy holders Social Security #:  _____________________ Policy holders birth date #: __________________________________

Is the patient covered by a secondary insurance:  Yes  /  No    If yes, continue:
Name of Secondary Insurance:  _______________________________________ Insurance Phone #:  _________________________
Name of policy holder: ________________________________________   Relationship to patient:  ____________________________
Policy holders Social Security #:  ________________________ Policy holders birth date #: __________________________________

ASSIGNMENT AND RELEASE:
I certify that my dependent has insurance coverage with the company listed above and authorize my insurance company to pay to the dentist all insurance benefits otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions.

**Responsible Party Signature:  ____________________________________ Relationship:  ____________________ Date:  _____________

Who may we thank for referring you:  __________________________   If no referring person how did you hear about us? _______________


Patient Name: __________________________________		

Child Dental History
Reason for Today’s Visit: _____________________________________________________________________________

Former Dentist:  ____________________________________   	Date of Last Dental Visit:  ________________________	

Please circle Yes or No:
· Does the child have any mouth habits?			YES	NO  
If yes, circle to which: Thumb sucking    Nail biting    Pacifier    Sleeps w/ bottle     Other: ______________________
· Any past serious problem with dental treatment?  	YES	NO 
 If yes explain:__________________________________________
· Any unhappy dental experiences			YES	NO
·  If yes explain:__________________________________________	
· Is child a mouth breather?				YES	NO		
· Has child ever had sedation dentistry?			YES	NO
· Does child brush teeth daily?				YES 	NO			
· Is fluoride taken in any form?				YES	NO		
· Other dental issues not listed above			YES	NO
	Please explain: _______________________________________________________________________________

Medical Information

Primary Physician’s Name: ____________________________________ Date of last physical: ______________________
Pharmacy Name: ____________________________________________ Phone #: ________________________________

Child Medical History
Is child under the care of physician now		YES 	NO		Current Medications (Type no if none):
Is child receiving medications?			YES 	NO		_______________________________________
Any hospitalizations? 				YES	NO		_______________________________________
Any surgeries?					YES	NO	              _______________________________________										Allergies (Type no if none):												_______________________________________
Has child had any history with any of the following?
AIDS/HIV	YES	NO		Anemia 	YES 	NO		Diabetes	YES 	NO
Bladder issues	YES	NO		Cancer		YES	NO		Cerebral palsy	YES	NO
Chicken pox	YES	NO		Fainting		YES	NO		Liver disorder	YES	NO
Asthma		YES	NO		Convulsions	YES	NO		Hearing issues	YES	NO
Measles	YES	NO		Thyroid issues	YES	NO		Heart problems	YES	NO
Tuberculosis	YES	NO		Mumps		YES	NO		
*Other illnesses /conditions not listed			YES	NO        (IF YES, EXPLAIN)      ___________________________

AUTOHORIZATIONS
I am the parent, guardian, or personal representative of _________________________________, and there are no court orders now in effect that prohibit me from signing this consent.  I do herby request and authorize the dental staff to perform necessary dental services for the child named above, including but not limited to x-rays, and administration of anesthetics, which are deemed advisable by the doctor whether or not I am present when the treatment is rendered

Signature of parent/guardian: ______________________________      Date:  __________ 	 Relationship: _______________

Dentist Signature: _________________________________________	  Date: __________

