
Nacogdoches Pediatric Dentistry 

PATIENT UPDATE 

Date: ________________________ 

Patient Name: ________________________________________________________________________ 

Address: _____________________________________________________________________________ 

City: ______________________   Zip: _________________ Phone #: (______) ________________ 

Parent Information 

Who is accompanying the patient to today’s appointment:  

Name: _____________________________ Relationship: __________________________ 

(If you are a foster parent, grandparent, and serve as the patient’s legal guardian, please fill your name in 
the place of mother or father) 

 

Mother’s Name: _____________________________  

Work #: ___________________________________ 

Cell #:  ____________________________________ 

E-Mail: ____________________________________ 

Preferred Contact:     Email  | Phone | Text 

 

 

Father’s Name: ____________________________ 

Work #:  _________________________________ 

Cell #:   __________________________________ 

E-Mail: __________________________________ 

Preferred Contact:     Email  | Phone | Text 

 
Insurance Information 

Have there been any changes to your insurance 
company or plan? If so, please complete and 
provide us with a copy of your dental insurance 
card. 

Name of Insured: 
_______________________________________ 

Relationship to Patient: 

_______________________________________ 

Insured Date of Birth: 

_______________________________________ 

Insured Social Security #: 

_______________________________________ 

Insured Employer: 

_______________________________________ 

Insurance Carrier: 

_______________________________________ 

Medical History  

Has the child been hospitalized since their last 
visit?    Yes  No 

If so, please list the dates and reasons:  

_______________________________________
Has the child recently been diagnose with any 
disorders/conditions?    Yes  No 

If so, please list the dates and diagnosis:  

_______________________________________ 

Is the child currently taking any medications?      

        Yes     No                                                    

If so, please list the medications:  

_______________________________________
Does your child have any allergies to foods or 
medications?    Yes  No 

If so, please list all allergies:  

_______________________________________ 

 


