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HAS YOUR CHILT: EVER HAD ANY OF THE FOLLOWING DISEASES
OR MEDICAL PROBLEMS? (PLEASE CIRCLE THE OPTION THAT APPLIES)

YIS NO ABNORMAL BLEENING YES NO  FAINTING SPELLS

Yis NO ADD/ADHD Yis No GERD

YIS NO  ALLIRGIES Yis NO  HANDICAPS / DISABILITIES
YIS NO ANIMIA Yis  NO  HEIARING IMPAIRMENT
YES NO  ANY HOSEITAL STAVS YES NO  HEARY DISEASE

YIS NO ANY OP[R-TIONS Y5 NO  HIFATITIS

YIS NO ARTIFICIA) JOINTS YES NO  HiVe ORAIDS

YIS NO ASTHMA YES NO  [NJURY TO HEAD OR FACE
Yis NO BLOOD Di.tAst Yis NO  KIDNEY PROBLEMS

YtS NO  BRIATIHN  PROBLEMS Yis NO  LIVIR DISEASE

YES NO  CANCIR-C HEMOTIIERAFY Yis NO  PSYCHIATRIC PROSBLEMS
YIS NO  CIRGUIAT :RY PRORLEMS YIS NO  RADIATION THERAMY

Yis No Coums YVis NO  RMEUMATIC FEVER

YIS NO CONGEINV AL HEARY DISEASE  ygs NO  SEIZURES

YIs NO  COSMEITIC SURGERY YIS NO  SINUS PROBLEMS

Yis  NO  DiaBeTes YIS NO TiYROID PROBLEMS

VIS NO  EMPIYSEMA Yis NO  TUBERCULOSIS (TB)

YIS No  EPIIPSY

PLEASE LIST ANY SER10US MEDICAL CONDITIONS THAT YOUR CHILD HAVE
EVER MHAD OR EXPLAIN ANY °YES® ANSWERS FROM THE LIST ABOVE:

1S YOUR CHILD ALLERGIC OR HAD AN ADVERSE REACTION

TO ANY OF THE FOLLOWING?
Yes NO  ASPIRIN YES NO  JEWELRY /7 METALS
YES NO  CODIINI YES NO  (ATEX
Yes NO  DENTAL ANESTHETICS YES NO  PENICILLIN
Yés NO  ERYTHRGMYCIN YES NO  TITRACYCLINE

PLEASE LIST ANY OTHEL DRUGS OR MATERIALS THAT YOUR CHILD IS ALLERGIC OR

HAS HAD AN ADVERSE REACTION TO:

1S YOUR CHILD TAKING ANY PRESCRIPTION DRUG,
OVER-THE-COUNTER MEDICATION, OR SUPPLEMENT?

PLEASE LIST EACH ONE

YOUR CHILD'S CURREN I PHYSICAL HEALTH IS (PLEASE CIRCLE):

Gooo FAIR POOR

YeS NO  HAS AP SICIAN RECOMMENDED THAT YOUR CHILD NEEDS TO TAKE
ANTIBIOTICS BEFTORE DENTAL TRIATMINT?

YES NO IS YOUR € +ILD CURRENTLY UNDER A PHYSICIAN'S CARE?

{F SO, PLEASE EXPLAIN:

PHYSICIAN'S NAME: __

PHONE #: ( )

DENTAL HISTORY

WHY BID YOU BRING YOUR CHILD TO TIIE DENTIST TODAY?

HOW WOULD YOU RATL YOUR CHILD'S CURRENT DENTAL HEALTH?
GooD FAIR  FQOR

DATE OF LAST DENTAL VISIT:

CONCERNING YOUR CHILD:
YES NO CURRENTLY IN PAIN?
ves No
Yes No

Yes No

GUMS EVER BLEED?

TYEETH SENSITIVE TO HOT. COLD, OR CHEWING?

ANY COMPLICATION WITIH ANY PREVICUS DENTAL WORK?
YIS NO  EVER HAD ANY HEAD, NECK. OR JAW INJURY?
YEs NoO
Yes No

YES NoO

EVER HAD ORTHODONTIC TREATMENT (BRACES)?
EVER HAD ANY ORAL SURGERY?

HUMB SUCKING OR OTHEIR ORAL HABIT?

YES NO MOUTH BREATHER?
YES NO UKE TO CHANGE ANYTHING ABOUT THE SMILE?

|F $O. PLEASE EXPLAIN:

HOW MANY TIMES A DAY DO YOU BRUSH YOUR TEETH?

HOW MANY TIMES A WEEK DO YOU FLOSS?

IS THERE ANYTHING ELSE YOU WANT US TO KNOW ABOUT YOUR
CHILD'S MEDICAL AND DENTAL HEALTH?,

| UNDERSTAND THAT THE INFORMATION THAT | HAVE GIVEN
TODAY |S CORRECT TO THE BEST OF MY KNOWLEDGE. | ALSO
UNDERSTAND THAT THIS INFORMATION WILL BE HELD IN THE
STRICTEST CONFIDENCE AND IT IS MY RESPONSIBILITY TO
INFORM THIS OFFICE OF ANY CHANGES IN MY MEDICAL STATUS.
{ AUTHORIZE THE DENTAL STAFF TO PERFORM ANY NECESSARY
DENTAL SERVICES THAT MY CHILD MAY NEED DURING DIAGNO-
SIS AND TREATMENT WITH MY INFORMED CONSENT.
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