




Colmar Dentistry 
for Kids.LLc 

Why did you bring your child to 

the Dentist today? 

H.lS your child ever had a serious/difficult problem associated with 
previous dental work7 0 Yes O No 

Name of previous Dentist 

Is your child's water fluoridated? 0 Yes D No 

Is your child taking fluoridated supplements? O Yes D No 

Has your child ever had any pain in their teeth? D Yes O No 

Does your child brush their teeth daily? D Yes D No 

Who helps your child brush/floss their teeth dally? _____ _ 

Does your child have any of the 

following habits? 

y N Thumb / Finger Sucking 
y N Up Sucking / Biting 
y N Nall Biting 
y N Nursing Bottle Habits / Pacifier 
y N Other 

Our office Is committed to meeting or exceeding 

the standards of Infection control and sterillz.atlon 

mandated by OSHA, the CDC and the ADA. 

We are also HHPAA Compliant. 

I understand that the information that I have 
given is correct to the best of my knowledge, that it will 

be held in the strictest of confidence, and it is my 
responsibility to inform this office of any changes in my 
child's medical status. I also authorize the dental staff to 
perform the necessaty dental services my child may 
need. 

I understand that I must give 48 business hours notice 
if I need to change my child's appointment to avoid a 
possible cancellation fee. 

Treatment plans and financial arrangements are based 
on the information provided by my insurance company. 

Deanna S. Dudenbostel, DMD 

Medical 

Ch!ld's Physician: _______ Medical#: _____ _ 

Phone t, __________ Date of last visit: ___ _ 

Is your child currently under the care of a physician? D Yes O No 

Please describe your child's current physical health: 
D Good D Fair D Poor 

Has your child been immunized? 0 Yes D No 

Has your child ever had any of the following medical problems? 

y N Heart Murmur y N Tuberculosis 
y N Congenital Heart Defect y N Convulsions / Epilepsy 
y N Rheumatic Fever y N Kidney / Liver Problems 
y N Hepititls y N HIV+/ AIDS 
y N Blood Transfusion y N Cancer 
y N Abnormal Bleeding y N Allergies to any drugs / latex 
y N Hemophilia y N Any stays in a hospital 
y N Diabetes y N Any Operations 
y N Asthma y N Handicaps / Disabilities 

Ple.ise dlsc;uss � medical problems that your c;hlld has h.a.d: 

rtease list o\11 drug.s that your child Is cull'ently taking: ----

Ple.ise list o\11 drug.s / latex that your child Is o\llerglc to: ----

I understand that Dr. Dudenbostel's office cannot guarantee 
what my insurance will cover and that I am financially 

responsible for all services rendered. 

I understand that payment is due when services are 

rendered. If collection is required, I agree to pay attorney 
fees and costs and to pay any account within these terms. 

Signature of parent or guardian Date 

OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY 

MEDICAL HISTORY UPDATE 

I. Date: _____ _ Signature: ________ _ 2. Date: _______ Signature: ________ _ 

Comments: _________________ _ Comments: _________________ _ 

2621 North Broad Street 

Colmar, PA 18915 

Phone: (215) 822-6777 


