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Douglas County Dental Clinic Friendly Smiles Program
A Non-Profit Community Clinic
(Please Use Blue or Black Ink)

Child’s Name ________________________________________   Date of Birth _________________    Age _____________
Check one:  ( male  ( female    School: __________________________     Grade 2011-2012 school year:  ______________
Check race:
( White    ( African-American     ( Hispanic     ( Asian     ( Native American
( other

Home address: _______________________________________________________________________________________

      Street                                                                    

City


 Zip

Home phone: ___________________________________            Cell phone: _____________________________________

[image: image2..pict]Medicaid/HealthWave # ____________________________________ Email _____________________________________    

Health History
1. Does your child have a dentist?
Yes
No
Name of dentist: ________________________________________

2. When did your child last visit a dentist? (circle one):   

in the past year  
   more than a year ago
    never been

What was the purpose of their last dental visit? (Please circle below)

cleaning/checkup    
   toothache
     
filling      
  tooth pulled        
other

3. During the past 12 months, has your child needed dental care but could not get it?
Yes
No

If yes, why? ______________________________________________________________________________________

4. List any of your child’s medication (or other) allergies or check “none”:

( None

________________________________________________________________________________________________
5. Does your child have any of the following? (circle all that apply):
ADD/ADHD
 
HIV/AIDS

latex allergy
  
   asthma
diabetes

seizure disorder

anemia

blood disorder

heart disease

heart murmur
other (please specify): _________________________________________________

6. Is your child currently taking any medications?  If so, please list name of medication, dosage and frequency.

________________________________________________________________________________________________
7. Does your child have Special Health Care Needs?
Yes
No
If yes, what? ______________________________

8. Do you have any particular concerns or questions about your child’s oral health?
Yes
No

________________________________________________________________________________________________
The above information is true to the best of my knowledge. If any change occurs during the year, I will contact the Friendly Smiles Program.
Parent/Guardian Signature __________________________________________________     Date __________________
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Your child must be eligible for the Free/Reduced Lunch Program to participate.





Is your child eligible for the Free/Reduced Lunch Program?		Yes		No





If you do not qualify for Medicaid/HealthWave but DO qualify for free/reduced lunch, you can still participate for FREE.
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