
Welcome to our office.

 The following information is provided in order to familiarize you with our routine first
appointment procedures

A Parent/Legal Guardian (not a grandparent, baby-sitter, relative, etc.)is required to
complete and sign the HEALTH HISTORY and CONSENT forms for your child’s record.

The approximate cost for a New Patient Exam can vary between $150- $300. If you
require an estimate today, please advise before treatment is provided. We do accept
Debit, Visa or Mastercard day of for payment. However, we do not accept CASH. Patient
is responsible for full payment at the time of treatment. We do not direct bill to
insurance. Treatment is based on Dentists prescription, not Dental Benefits. The Office
will not be responsible to reduce or write off fees that your Dental Benefit does not
reimburse.

Your child will be introduced to the dental office environment, where a thorough age-
appropriate clinical and radiographic examination will be performed. You are
encouraged to accompany your child if you wish.

A treatment plan will then be developed for your child. If necessary, a predetermination
form outlining fees for the recommended treatment will be prepared for you by our
office for submission to your dental insurance company prior to the initiation of
treatment.

Treatment appointments will then be scheduled for your child such that the work can be
completed as efficiently as possible.

Our office requires 2 business days to cancel/change an appointment. If a cancellation
is made short notice a fee will be charged.

We believe that service to our patients is at its best when there is complete understanding and
mutual cooperation. If at any time you have questions regarding any treatment, fee or

service, please discuss them with us promptly and frankly.

INFORMATION FOR NEW PATIENTS

PEDIATRIC DENTIST
DR. ALEXANDRIA MERIANO, CERTIFIED SPECIALIST
TREATING INFANTS, CHILDREN & ADOLESCENTS



HEALTH HISTORY AND PATIENT INFORMATION

MEDICAL HISTORY

1.Does your child have a medical condition requiring regular checkups by their doctor?
2.Is your child being treated by a physician at this time?
3.Is your child taking any medicines at this time?

       Specify: type                                                                    dose
   4.Has your child had any unfavourable reaction to drugs, including antibiotics and local anesthetics?
       Specify:
   5.Does your child have asthma, hayfever, other allergies, hives, or skin rashes?
       Specify:  
   6.Has your child ever been hospitalized for illness or surgery?
   7.Does your child bleed for a long time following cuts, have frequent nosebleeds, or bruise easily?   
   8.Have you ever been told by a physician that your child has a heart murmur?
   9.Is your child physically, mentally, or emotionally handicapped?
       Explain:

Yes      No
     Y           N           
     Y           N
     Y           N

     Y           N

     Y           N

     Y           N
     Y           N
     Y           N
     Y           N

PEDIATRIC DENTIST
DR. ALEXANDRIA MERIANO, CERTIFIED SPECIALIST
TREATING INFANTS, CHILDREN & ADOLESCENTS

Patient’s Name                                                                                                 Healthcard#
Address                                                                                             City/Town                                   Postal Code
Birthdate                                                            Sex   M  /  F       School                                                  Grade

Mother’s Name                                                                        Address
Phone                                            Employer                                                                        Bus. Phone

Father’s Name                                                                         Address
Phone                                           Employer                                                                         Bus. Phone

Primary Insurance company                                                         Primary insurance holders name:                             
Group #                                        Certificate #                                      DOB of Insurance holder          
Secondary Insurance company                                                   Secondary insurance holders name: 
Group #                                        Certificate #                                      DOB of Insurance holder 

Is your child eligible for Provincial or Social assistance?
Person to contact locally, other than parents, in case of emergency
Relationship to child                                                          Phone                                          Bus. Phone

Child’s Physician/Pediatrician                                                                                       Phone
Pharmacy                                                                                                                            Phone

Names and Ages of Siblings
What is your child most interested in?

Whom may we thank for referring you?
Name of Family Dentist                                                                                                      Phone
Reason for bringing you child in



 10.Are your child’s immunizations up to date?
 11.Is there any reason to think that you or your child may have been exposed to, or is at risk for
       Hepatitis or HIV (AIDS) infection? If so, please discuss this with dentist.
 12.Has your child ever been diagnosed as having, or been treated for any of the following conditions?
       (Please circle)
       Autism                                
       Blood Disorder                
       Cancer/Leukemia           
       Cerebral Palsy                  
       Chicken Pox                     
       Cleft Lip/Palate                
       Diabetes                             
       Epilepsy/Seizures           
       Eating Disorder 

DENTAL HISTORY

 13.Has your child ever been seen by a dentist before?
 14.Is your child receiving (or ever received) fluoride in any form?        
       Specify :
 15. How often does your child brush his/her teeth?                           times a day
 16.Do you assist your child with their oral hygiene?
 17. What type of toothpaste does your child use?
 18.What is your child’s source of drinking water?  City Supply                     Other
 19.At what age did your child stop bottle/breast feeding?
 20.Has your child ever had trauma or injury to the face, jaws, or teeth?
       Explain:
 21.Do you or your child think there is something wrong with his/her teeth, such as crooked,
       chipped, discoloured, decayed, etc.?
 22.Dos your child have any oral habits, such as thumbsucking, finger sucking, grinding teeth,
       lip biting, or nail biting?       

BEHAVIOURAL BACKGROUND

 23.Do you consider your child to be: (Please check one)
            Advance in learning                           Progressing normally                       Slow learner
 24.How do you think your child has reacted to medical procedures?
             Very well                            Well                         Poorly                       Very poorly           
 25.How would you rate your own anxiety (nervousness) at this moment:
              High                      Moderately high                  Moderately low                  Low
 26.How ell do you expect your child to accept dental treatment?
              Very well                            Well                         Poorly                       Very poorly

 Signature of person completing form                      Relationship to patient                                        Date

SUMMARY:
Medical Alert
Precautionary measures for dental care
SBE recommendations

Eye Problems
Endocrine Glands
Ears/Nose/Throat
Fainting Spells
Gastrointestinal (stomach)
Heart Disease
Herpes/Cold Sores
Jaundice
Kidney/Bladder 

Liver/Hepatitis
Malignant Hyperthermia
Measles/Mumps
Muscular Problems
Nervous System/Brain
Nutritional Deficiency
Orthopaedic/Skeletal
Respiratory Disease
Rheumatic Fever          

Scarlet Fever
Skin Problems
Speech Problems
Spina Bifida
Syndrome
Tonsils/Adenoids
Tuberculosis
Other      

     Y           N           

     Y           N 
     Y           N

     Y           N

     Y           N

     Y           N

     Y           N        


