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Patient’s Name Nickname Date of Birth
WLAST FIRST INITIAL
Parent's/Guardian’s Name Relationship to Patient
Address i
PO OR MAIUN(; A[}DRES?: ciTy STATE 7IP CODE
Phone Sex M3 FQ T
Home Work
Have you (the parent/guardian) or the patient had any of the following diseases or ProbIBMS? .........iiiciiiiiiiiiiiii et OdYes ONo
1. Active Tuberculosis, 2. Persistent cough greater than a three-week duration, 3.Cough that produces blood?
If you answer yes to any ¢ of the three items above, please stop and return this form to the receptionist.
Has the child had any history of, or conditions related to, any of the following:
4 Anemia Q Cancer Q Epilepsy Qa HIV +/AIDS a Mononucleosis Q Thyroid
0 Arthritis Q Cerebral Palsy A Fainting 2 Immunizations Q Mumps O Tobacco/Drug Use
a Asthma Q Chicken Pox Q Growth Problems - Kidney O Pregnancy (teens) O Tuberculosis
Q Bladder Q Chronic Sinusitis A Hearing 4 Latex allergy Q Rheumatic fever Q Venereal Disease
1 Bleeding disorders Q Diabetes Q Heart 4 Liver Q Seizures Q Other
1 Bones/Joints Q Ear Aches Q Hepatitis QO Measles O Sickle cell
Please list the name and phone number of the child's physician:
Name of Physician Phone
B ) e LS L
Lhilia s FisTorg Yes No
1. Is the child taking any prescription and/or over the counter medications or vitamin supplements at this time? ...........ccccciicnicnciceni, 1o EE E
If yes, please list:
2. ls the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain: 2. & O
3. lIs the child allergic to anything else, such as certain foods? If yes, please explain: 3 O o
4. How would you describe the child’s eating habits?
5. Has the child ever had a serious illness? If yes, when: Please describe: 5 O 0
8 |Has the Chld e Vel NEEm MOBITRIZEENT o lisiie 55 cn s AV s a5 ebia s S e ok i A A P W e B A E RO LR FAR3 S Aoty b o Ak b U W A sh w s a s 6. B Q
7. Does the child have a history of any other illnesses? If yes, please list: Z0 5 E
8, ‘Has:thechilgt-everteceiven. e gsreral BRESIRBUGE . omeambmbisismysibmimmsss s s nhbs oo aass A o S e A L - st < S
9. Doss the chld have any IRRerien BrOIBIMIS Y . sive s s st i b b s S T R
16 Cots theohlid have any SEecol CTCURIBET. ..t st S b e esmmsssters A O SHIOROONIN, 1+ - - v i 10. @
11y Has:dhe chiid sver-hath s IO SramSNUBIONT s ks b b s i o ks Ao s s o U CTINUTTSIUSE NI | ... ... ..cioo s i i i R
12 18 the'ehild ' physically,-mertally, ‘ot emotionally IMPBNEET.. ...« st s RS IO T T OO | s i2. @ .4
13. Does the child experience excessive DIEEAING WHEN CUL? ......iiiiiiiiiii ittt ecae s eeabbree s ia ma e e e £ 4a ke e e e mane e e e krsaenessbanesaan 8. @ 8
14 I the ahild curreritly being treated for amy INSSSE8R o s v smmamssmams s s e G T PO o s s 14, O 10
15. |s this the child’s first visit to a dentist? If not the first visit, what was the date of the last dentist visit? Date: %5, O L)
16. Has the child had any problem with dental treatment iN the PAST? .........iiiiiiiiiii e e smee s s R e R b nan e s s s ae s e asrannnnnsnnesnas 16, O 0O
17 Has'the child ever-had dantal radiographs (X-rays) SXBOSEETY ... cumemmsmvs smmmossmsmmmsiomsmssssms s gumsssnsossoss ST , 11 < o4 b+ 4 s umsunussumissisn 17 G B
18, Has thechild ever suffered any injurias:to the rmouth, ead B TEEHAT e v s . . osabisiris ig. G B
18. 'Hasthe ahild had any problems with the eruption of ShEAMiNG OF TEBIAR i 15650 taesabritissinesasis<sarss soiss fn oo saunss Buta e taURt: «5 stanas s i s+ s xbadn 19. O 0O
20. (Hag thechild fiad any arthodoritic IreatMBnTT ...t o oot sr o i@ i oy e filtesa it SO NSRRI .. 20, O 0
21. What type of water does your child drink? O City water O Well water 1 Bottled water Q Filtered water
22. Does the child take fluOride SUPPIEMENTS? ... ... ..o i ettt e e e e st aety e e s ees s s eana b e sk e s sa s e s e e s e eessaeeraesnesabnsanten 22. Q0 Q1
23, 15 TIOFIHE TOOPASTE USEP ... ouiioerssuinm e by sty a5 i S s o s y 530 s ea s SRR £ U GOSN Sl . v wirns s s <o WO 23. O QO
24. How many times are the child’s teeth brushed perday? _____ When are the teeth brushed? 24, O Q1
5. iDiogs the! chiild suclk higdher thumby, nOBrs OrRBOIIEE Ry, .o iispmoumsosstnspismnis rihos sossaonsshbsnisceins s muou B s .- (3445 25, 0 0O
26. At what age did the child stop bottle feeding? Age ___ Breast feeding? Age
S e S R B S B T B D 10 D Tl N T OB 055 0 e (b s iy e A8 PN AR I o et o S 1 S S A B ML bt 227 7 [
NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatmer

| certify that | have read and understand the above | acknowledge that my questlons if any, about mqumes set forth above have been answered to my
satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or
omissions that | may have made in the completion of this form.

Parent’s/Guardian’s Signature Date

For completion by dentist

Comments T

For Office Use Only: O Medical Alert O Premedication O Allergies QO Anesthesia  Reviewed by
Date
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