
Rossitch Pediatric Dentistry       Michael A Rossitch DDS, MS, PC
3698 Largent Way Suite 201 Marieta, GA 30064                                                Phone (770)420-6565    Fax (770)420-6570

Patient Namie  ______________________________________________ toda’s  �atie___________________________
Namie Child would likie to bie callied_________________________      Homie Phonie___________________________
Birthda’____________________ Agie____________ Siex_____           Ciell Phonie    ___________________________
Primar’ contact Email___________________________________________________________________________
Homie Addrie  __________________________________________________________________________________

Strieiet Cit’ Statie Zip Codie
Namie  and agie  of  ibling   _________________________________________________________________________
Parient/Guardian 1 ______________________________�OB______________SSN_____/___/_____
Emplo’ier  _____________________________________ Primar’ Phonie  _____-____-_____Rielaton hip__________
Parient/Guardian 2 ______________________________�OB______________SSN_____/___/_____
Emplo’ier _______________________________________ Primar’ Phonie _____-____-____ Rielaton hip__________
Who ha  liegal cu tod’ of patient_____________ �iental In urancie   Yie     No   In urancie Compan’ ________________
Pier on Rie pon iblie for pa’mient on account _________________________SSN# _____________�OB___________
Namie of childs  Piediatrician__________________________________Cit’/Statie_____________Phonie_____________
What i  thie riea on for ’our childs  vi it?_____________________________________________________________
Who can wie thank for riefierring ’ou to our ofcie?_____________________________________________________

Health History

I  ’our child in good hiealth?         YES     NO �atie of la t ph’ ical Exam____________________________
Ha  ’our child ievier had a hiealth probliem?    YES     NO   If Yie , Pliea ie Explain_________________________________
Ha  ’our child ievier bieien ho pitalizied?         YES     NO   If Yie , Pliea ie givie riea on  and datie( )___________________
_________________________________________________________________________________________

I  ’our child alliergic to an’ miedicaton( )?   YES     NO   If ’ie , pliea ie li t miedicaton( )_________________________

�oie  ’our child havie an’ food alliergiie ?      YES     NO   If ’ie , pliea ie li t____________________________________

I  ’our child taking an’ miedicaton ?       YES     NO   If ’ie , pliea ie li t namie, do ie and riea on__________________

Ha  ’our child ievier bieien trieatied for an’ of thie following? (Pliea ie circlie)

Hieart �i iea ie Blieieding/Tran fu ion A thma/Brieathing Livier/GI di iea ie

Aniemia �iabietie AI�S Kidnie’ �i iea ie

Rhieumatc Fievier Hiepatt Miental �iela’ Ph’ ical �iela’ 

Spieiech/Hiearing Sieizurie Clief lip/palatie E’ie ight

A��/A�H� Congienital Birth �iefiect Cancier/Tumor Riecurrient Hieadachie 

Friequient Infiecton Advier ie �rug Rieacton Aut m Cieriebral Pal ’

Significant Injuriie Endocrinie/Growth Pier onalit’/Social Othier Probliem 

Pliea ie  iexplain  an’  circlied  itiem   _________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________



Dental History

Ha  ’our child ievier bieien to thie dient t?   YES NO Namie of �ient t  ______________________________

 �atie of la t iexam and x-ra’  (if takien)    _______________________________________________________

Ha  ’our child ievier ha  an unfavorablie rieacton from prieviou  diental carie?   YES    NO    Explain_______________

_____________________________________________________________________________________

YES    NO    �oie  ’our child  uck a fingier, thumb or pacifiier?   

YES    NO �oie  ’our child havie pain whien chiewing, ’awning or opiening widie?           

YES    NO �oie  ’our childs  jaw makie noi ie and i  pain a  ociatied with thie ie  ound ?   

YES    NO I  ’our child having probliem  with an’ of thie following? (Pliea ie Circlie)

Cavitie Toothachie Sien itvit’ Trauma

Gum Infiecton Color of Tieieth Jaw Sound Orthodontc 

Commient   ___________________________________________________________________________

____________________________________________________________________________________

Fluoride History

YES    NO I  ’our homie watier  uppl’ fuoridatied?

YES    NO �oie  ’our child u ie fuoridie toothpa tie?

YES    NO �oie  ’our child u ie an’ othier form of fuoridie?  What kind  _____________________________

Consent for Dental Treatment

I riequie t and authorizie �r. Ro  itch to iexaminie, cliean, and providie diental trieatmient on m’ childs  tieieth.  I furthier riequie t and
authorizie thie taking of diental x-ra’  a  ma’ bie con idieried niecie  ar’ b’ �r. Ro  itch to diagno ie and/or trieat m’ childs  diental
probliem.  I will allow photograph  to bie takien of m’ child or childs  tieieth for diagno tc or ieducatonal purpo ie .  I undier tand that
diental  trieatmient for  childrien includie  iefort  to  guidie thieir  biehavior  b’ hielping thiem to  undier tand thie trieatmient in  tierm 
appropriatie for thieir agie.  �r. Ro  itch will providie and ienvironmient likiel’ to hielp childrien liearn to coopieratie during trieatmient b’
u ing prai ie, iexplanaton and diemon traton of prociedurie  and in trumient , and u ing variablie voicie tonie.

I hierieb’ authorizie an’ pa’mient of diental bieniefit  to bie madie diriectl’ to Ro  itch Piediatric �ient tr’.  I al o undier tand that an’
amount not covieried b’ m’ in urancie polic’ i  m’ rie pon ibilit’ and i  duie at thie tmie of trieatmient.  I authorizie trieatmient to bie
riendieried and a  umie financial rie pon ibilit’.  I acknowliedgie that all non-currient balancie  and account  ovier 60 da’  will bie chargied
a  iervicie chargie of 1.5% pier month (18% pier ’iear) on thie unpaid balancie.  Thie co t incurried in colliectng thi  account including
court co t , agienc’ fieie  and atornie’ fieie  will bie addied to balancie duie.

_____ I acknowliedgie thie notcie of privac’ policiie  and undier tand that I ma’ riecieivie a cop’ upon riequie t.

(Inital)

_____ I undier tand I ma’ riefu ie to  ign thi  acknowliedgiemient.

(Inital)

Signature of Parent/Guardian___________________________________________Today’s Date____________________



                                                                                   


