
Home Care Instructions for Post Sedation 

•	 Two adults must accompany your child. One adult should drive, and the other 
should supervise your child on the way home.

•	 Watch your child for any breathing difficulties.

•	 Make sure no activities are planned or allowed for the remainder of the day.

•	 Your child should rest and take naps. When sleeping, encourage your child to 
lie on her or her side or stomach.

•	 Closely supervise your child.

•	 After sedation, the first drink should be plain water. Clear liquids can be given 
next (fruit juice, sugar-free Kool-Aid, Gatorade, ginger ale, soup broth). Small 
sips are preferable to large gulps.

•	 Soft, lukewarm, bland foods may be eaten when desired (mashed potatoes, 
yogurt, soup, pudding, ice cream, popsicles).

•	 Your child’s temperature may be elevated to 101°F for the first 24 hours af-
ter treatment. Children’s Tylenol and fluids will help lower the natural fever. 
If your child’s temperature goes over 101°F, call our office.
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Patient Information 
 

Today’s	
  Date:	
  ________________	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Male	
  	
  Female	
  	
  	
  	
  	
  

Child’s	
  Name:	
  _____________________________________________________________________	
  Nickname:	
  ________________________________	
  

Date	
  of	
  Birth:	
  _________________	
  	
  Age:	
  __________	
  	
  	
  Weight:	
  _____________	
  	
  Ethnicity:	
  ________________	
  SS#_______________________	
  

Home	
  Phone	
  ____________________	
  	
  	
  	
  Home	
  Address	
  ___________________________________________________________________________	
  
	
  

Name	
  and	
  ages	
  of	
  other	
  children	
  in	
  family	
  __________________________________________________________________________________	
  

Has/Have	
  your	
  child/children	
  been	
  under	
  our	
  care	
  before?	
  	
  Yes   No    	
  

School	
  Attending_____________________________________________________________________________	
  	
  Grade	
  _________________________	
  

Who	
  may	
  we	
  thank	
  for	
  referring	
  you	
  to	
  us?	
  _________________________________________________________________________________	
  
	
  

	
  

Parent:	
  	
  __________________________________________(relationship)_________________________	
  Date	
  of	
  Birth:	
  ______________________	
  

Address:	
  (if	
  different	
  than	
  patient’s)	
  _____________________________________________________	
  	
  SS#:	
  _____________________________	
  

Home	
  Phone:	
  ___________________________	
  	
  Work	
  Phone:	
  ___________________________	
  Cell	
  Phone:	
  ______________________________	
  

E-­‐mail	
  address:	
  _____________________________________________	
  	
  	
  	
  	
  	
  Permission	
  to	
  contact	
  by	
  email?	
  	
  Yes______	
  	
  	
  	
  No______	
  

Employer’s	
  Name:	
  ________________________________________________________	
  	
  Occupation:	
  ______________________________________	
  

Employer’s	
  Address:	
  ___________________________________________________________________________________________________________	
  
	
  

	
  

Parent:	
  ________	
  __________________________________(relationship)________________________	
  Date	
  of	
  Birth:	
  _______________________	
  

Address:	
  (if	
  different	
  than	
  patient’s)	
  _____________________________________________________	
  	
  SS#:	
  ______________________________	
  

Home	
  Phone:	
  ____________________________	
  	
  Work	
  Phone:	
  ___________________________	
  Cell	
  Phone:	
  ______________________________	
  

E-­‐mail	
  address:	
  _____________________________________________	
  

Employer’s	
  Name:	
  ________________________________________________________	
  	
  Occupation:	
  _______________________________________	
  

Employer’s	
  Address:	
  ____________________________________________________________________________________________________________	
  
	
  

	
  

In	
  case	
  of	
  emergency,	
  notify	
  (other	
  than	
  parents):	
  _______________________	
  Phone	
  	
  ____________	
  Relationship	
  _______________	
  

If	
  parents	
  are	
  not	
  living	
  together,	
  who	
  has	
  legal	
  custody?	
  ______________________________	
  Relationship	
  _____________________	
  

*	
  Have	
  you	
  provided	
  our	
  office	
  with	
  legal	
  documentation	
  (ex.,	
  Safety	
  Plan,	
  court	
  documents,	
  etc.?)	
  Yes	
  	
  	
  No	
  
	
  

 

Insurance Information 

Insurance	
  Company	
  Name:	
  ___________________________________________________	
  

Parent/Insured’s	
  Name:	
  ________________________________________________	
  Employer:	
  __________________________________	
  

Group	
  #:	
  ___________________________________	
  	
  	
  Policy/ID#:	
  _____________________	
  
	
  

Medicaid:	
  	
  Yes	
  	
  	
  No	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Medicaid	
  #	
  ________________________	
  

Person	
  responsible	
  for	
  payment	
  of	
  account	
  ___________________________________________________	
  

	
  	
  Street	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
   	
   	
   City	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  State	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  ZIP	
  


