
Fred C. Haeberlein, A.P.D.C.                                                                                                                          Get Acquainted Questionnaire 

1700 California Street Suite 200                                                                                                                                                   Discovery Pediatric Dentistry                                           
San Francisco, CA  94109-4582                                                                                                                                                        www.PediatricDentistSF.com       
 

We would like to welcome you and your child to our office  -  Please tell us about your child 請告訴我們鬭於您孩子的資料 
 

Patient Name   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .        Age  . . . . . . .     Birthdate  . . . . . . . . . . . . . . . . . . . . . . .  
 

                    Patient Social Security Number  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .      Sex   M  or  F     Weight    . . . . . . . . . . . . . . . . . . . . . . . .                                                                     
 

Is your child here for a specific reason or in pain?   If so, for what?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . .   
 

Medical Doctor  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .          Telephone #  (            )  . . . . . . . . . . . . . . . . . . . . . . . . . . . . .    
  

            Address  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .           FAX #          (            ) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .        
 

Names of other children in your family  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

              (First name, Last name, Age)                       . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

請檢查以下的健康史   Review of Health History  

YES NO 

       過去六個月您的孩子有沒有住院或患重病? Has your child been to the hospital or had a serious injury? 

           您的孩子現在是否接受醫生治療? Is your child presently seeing a physician for a medical problem?                                                              

           您的孩子現在是否服用任何藥品或草藥補充劑? Is your child currently taking any medication or herbal supplements?                                                               

           您的孩子有沒有對任何食物,藥物(如﹕盤尼西林)或橡膠製品過敏? Is your child allergic to any food, medicines (ie: penicillin), or LATEX?                                                              

           您的孩子有沒有免疫功能低下狀況,器官移植或愛滋病? Any immunocompromized conditions, organ transplant, ARC, or HIV? 

           給女性: 如果您是懷孕, 有幾個月? For women only, pregnant?  If so, how many months? 
 

您的孩子現在或過去是否有下列疾病:  Does your child now have or has your child ever had a history of any of the following? 

YES NO  YES NO  
  藥物或食品過敏如花生,膠乳,等等… Allergies   青光眼/白內障/其他眼病Eye Problems / Glaucoma 
  貧血  Anemia   遺傳綜合徵  Genetic Syndrome 
  哮喘或其他肺疾病  Asthma/lung disease   聽力問題/語音問題 Hearing / Speech Problems 
  自閉症/心理問題   Autism / Emotional Problems   心臟衰弱/雜音/缺陷/手術 Heart Disease / Murmur / Surgery 
  愛滋病 Autoimmune Disease (AIDS)   血友病/容易挫傷 Hemophilia / Bleeding  / Bruise Easily 
  出生缺陷/先天性疾病  Birth Defects    A型肝炎或B型肝炎或其他肝病  Hepatitis A or B / Liver Disease 
  骨骼或關節毛病或手術 Bone Problems or Surgery   皰疹/性病  Herpes / Venereal Disease 
  癌症/惡性腫瘤/白血病 Cancer    腎臟疾病/膀胱問題  Kidney Disease or Bladder Condition 
  腦性麻痺 Cerebral Palsy    早產  Premature Birth 

  扁桃腺或中耳炎 Chronic Tonsil, Ear Infections   風濕  Rheumatic Fever 
  癲癇/羊癲瘋/昏暈  Seizures / Epilepsy / Fainting   鐮狀細胞性貧血  Sickle Cell Anemia 
  發育延遲 Developmental Delay   肺結核  Tuberculosis (TB) 
  糖尿病 Diabetes   其他  Other  . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . .  

 

If you answered yes for any question above, please explain 如果您的回答是肯定, 請解釋  . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Is there anything of importance in your child’s health history that has not been asked about or anything else that you think we should know about your child?  

還有什麼我們應該知道關於您孩子的病史或其他任何關於您孩子的現狀? 如果有的話，請解釋 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Review of Dental History 

Would you describe your child as     shy / timid         frightened        apprehensive     outgoing     other  . . . . . . . . . . . . . . . . . . . . .  

Has your child been to another dental office? If yes, which office  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  When?  ……………….. 

Has your child had problems with prior dental treatment?  If yes, please describe . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . 

Has your child ever been sedated for dental treatment?  If yes, please describe  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

How did you find out about our office? (Please Check All That Apply)   Discovery Pediatric Dentistry Website:  www.PediatricDentistsf.com 

       Google.com                                                          Yahoo.com                  AT&T – SBC Yellow Pages.com                Dentists4Kids.com    

       Doctor Oogle.com                                                Yelp.com    AT&T – SBC Yellow Pages Directory             City Search.com                                                                                                                                                                                  

       Parent’s / Mother’s Group, which one?   . . . . . . . . . . . . . . . . . . . . . . . . .    Insurance Website, which one? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   
 
 

If a friend, relative, or Doctor referred you to our office, whom may we thank for the referral? 

Please indicate their name and address below            Friend or Relative     Medical Office      Dental Office 

Name  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .      Is this the Parent or Patient’s Name          (Please Circle Which One ) 

Address . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .     Telephone #   (               ) . . . . . . . . . . . . . . . . . . . . . . . . . 

 

_________________________________ 

 

_________________________________ 

 
Doctor’s Initials                     Date 

 



FAMILY INFORMATION AND FINANCIAL RESPONSIBILITY 
 

 

 

 

 

Father / Stepfather / Partner / Legal Guardian Information  Mother / Stepmother / Partner / Legal Guardian Information 

父親 / 繼父 / 伴侶 /法定監護人資料  母親 / 繼母/ 伴侶 /法定監護人資料 
 

Name  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  DOB . . . . . . . .  Name  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  DOB . . . . . . . . . 
 

SSN #  . . . . . . . . . . . . . . . . . . .  or  Tax ID # ………………………… SSN #  . . . . . . . . . . . . . . . . . . . .  or  Tax ID # ………………………… 
 

Driver’s License   State  . . . . . # . . . . . . . . . . . . . . . . Exp . . . . . . . . .      Driver’s License   State  . . . . . # . . . . . . . . . . . . . . . . Exp . . . . . . . . . . 
 

Home Address  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Apt # . .  .  .  . . . . .    Home Address  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Apt # . .  .  .  . . . . . . 
 

City  . . . . . . . . . . . . . . . . . . . . . . State . . . . . . . . . . . . ZIP  . . . . . . .. .      City  . . . . . . . . . . . . . . . . . . . . . . State . . . . . . . . . . . . ZIP  . . . . . . . . . . 
 

Home # (          ) . . . . . . . . . . . . . . .  Cellular # (          ) . . . . . . . . . . . . . . . . .       Home # (          ) . . . . . . . . . . . . . . .  Cellular # (          ) . . . . . . . . . . . . . . . . . . . 

   Is it ok to contact this Parent on your Cellular Number?    Yes        No                      Is it ok to contact this Parent on your Cellular Number?      Yes No  
 

E-mail address  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . E-mail address  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

                              Is it ok to contact this Parent via e-mail?         Yes      No                                                 Is it ok to contact this Parent via e-mail?          Yes      No       
 

 

Employer . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Employer  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
 

Address  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Address  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
 

City  . . . . . . . . . . . . . . . . . . . . . . State . . . . . . . . . . . . ZIP . . . .. . . .. .   City  . . . . . . . . . . . . . . . . . . . . . . State . . . . . . . . . . . .  ZIP . .  . . . . . . . .  
 

Business # (            )  . . . . . . . . . . . . . . . . . . . . . . . . .   Ext  . . . . . . . . . Business # (            )  . . . . . . . . . . . . . . . . . . . . . . . . . . Ext  . . . . .  . . . .  
 

Occupation . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . Occupation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
 

                                   Patient lives with this Parent 病人與這位家長同住                               Patient lives with this Parent 病人與這位家長同住                            
 

Person responsible for this account             Father         Mother      Other  . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Person responsible for scheduling appointments            Father         Mother      Other  . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
                                     

Does your child have other dental insurance coverage?     Yes / No 

 

A secondary insurance coverage will probably help minimize or may even eliminate your out of pocket expense. The additional coverage may also help with procedures 

not covered by your primary insurance (e.g. white fillings and preventive sealants).  If you have questions about how secondary coverage works, our staff will be happy to 

help you by giving you advice about both insurance coverages. We can verify your secondary insurance and obtain more benefits for you. 

   

   Primary Insurance Carrier  …………………………………………………… 

     Second Insurance Carrier …………………………………………………… 

     Third Insurance Carrier …………………………………………………… 
 

Contact Person 額外的聯絡人 (Friend or Relative WITH DIFFERENT PHONE NUMBERS THAN ABOVE) 

Name  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .       Home # (          ) . . . . . . . . . . . . . . . . Cellular # (          )   . . . . . . . . . . . . . . .   
 

Relationship  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . .      Work # (          )  . . . . . . . . . . . . . . . . E-Mail Address . . . . . . . . . . . . . . . . . . . . . .  
 

我證明我已閱讀和了解此表. 以我最好的知識, 我準確與完全回答表格裡面的問題. 我將會另作通知如果有任何改變(孩子的健康史, 藥品, 家庭資料, 

將負責此帳戶的人, 或保險公司). 此外, 如果我忽略和填漏此表格, 我不會讓 Fred C. Haeberlein APDC, Discovery Pediatric Dentistry 

牙科診所和工作人員負任何責任.   

不健全的牙齒是會影響身体的健康. 如果醫生確定有潛在的醫學問題, 治療牙齒前可能需要 醫療諮詢. 我授權 Fred C. Haeberlein, APDC 聯繫我的家庭醫生. 我給 

Fred C. Haeberlein, APDC 有權聯繫我的孩子的家庭醫生. 
                              

Signature of Parent or Legal Guardian 家長或法定監護人簽名   _________________________________________      Date 日期  ______________ 
 

RECALL OR EMERGENCY UPDATE:       Have there been any changes in your child’s health history since you originally filled out this form?    

                                                                                                                                   If so, please indicate changes in box below.   

覆診/緊急:     關於您的孩子的健康史,自上次檢查是否有任何改變? 如果有，請在以下說明變化 
Office Use Only 

      

 

 

Date日期 

 

家長簽名 

Parent Signature 

Changes 變化  

 

DDS 

 

 

Date日期 

 

家長簽名 

Parent Signature 

Changes 變化  

 

DDS 

 

 

Date日期 

 

家長簽名 

Parent Signature 

Changes 變化  

 

DDS 

重建的問卷: The American Academy of Pediatric Dentistry的標準的護理規定 每12個月 需要一個更新和完整的表格. 

這是為您孩子的安全與有效益孩子的完整記錄. 
 

預約協議: 如果不能來你的預約, 您需要在營業時間內聯繫我們的辦公室. 沒有發出48小時以前通知, 可能會導致在改期費用. 48小時通知改期不 

收費因為我們可以安排另外一個時間. 電話答錄機的留言不計算48小時通知. 在營業時間內您需要致電我們的診所以及與我們的工作人員講.  
Revised 5/25/11 


