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Patient’s Name Nicknarme Cate of Birth
LAST FIRST HITAL
Parent's/Guardians Nams Ralationship 1o Patient
Address
PO OR FEUNG SDDRESS Ty STATE 2P CODE
FPhons Sex MO 7O
Home Work
Have you (the parent/guardian} or the patient had any of the loflowing diseases or problems?.......... rveerrrerarsrensene sressscsnreneeneens 1} Y8S (3 NO

1. Active Tuberculosis, 2. Persistent cough greaier than a three-week duration, 3. Cough that produces bkmd'?

0 Anemiz 0 Cancer O Epfepsy O HW +/AIDS ¥ Mononucleosis &3 Thyroid

Q Arthritis {3 Carebral Palsy [} Fainting Q fmmunizations 0 Mumps 0 Tobacco/Drug Use
0 Asthma 0 Chicken Pox Q Growih Problams 0 Kidney Q Pregnancy (leens) (} Tubarculosis
(1 Bladder Q Chironic Sinusitis 0 Hearing 0 L atex allsrgy U Rheumatic faver £} Venereat Disease
01 Bleeding disorders Q) Diabates 0 Hearl QY Liver 0 Seizures Q Cthar
[} Bones/doinis 1 Ear Aches 0O Hepatitis O Measles O Sickle cet?
Name of Physician Phona
?
- - . Yes Mo
1. s the child taking any prescription and/ar over the counter medications or vitamin supplements at this Hme? ... s .
If yas, please list:
2. Is the child allergic to any medications, i.e. penicillin, antiblotics, or ather drugs? If yes, please axplain: zoa 0
3. Is the child allergic to anvthing else, such as certain foods? if yes, please axplain: 3 L 0
4. How would you describe the child’s ealing habits?
5. Has the chikd ever had a sericus iliness? if yes, when: Please describe: 5 0O 0
6. Has the child ever been hospitalized? ... L 68,0 0
7. Does the child have a history of any oiher ||Enesses'? H yes p!aase Ilsi 7.0 0O
8. Has the child aver received a ganaral ANESTRATIET ..ovv v et et s sasse s seers s s en bbb ams e boss srseress et snensessasre e senesaees Or 4 O}
9. Does the child have any inherted problems?.......ccevvcnnes 9.0 0O
10. Does the chifd have any speech difficutties?.... L1000 O
11. Has the child ever had a blood transfusion?............ Lo o
12. 1s the child physically, mentaily, or emotionally lrnpalred'? 12. 0 O
13. Does the child experience excessive bleeding when cit? 3.0 Q
14, Is the child currently belng trealad fOr any HMESSEST . e s e et e s e s Ld s sk sad b et e o prbs et nrpranr s e 4.0 @
15. Is this the child's first visit o a dentist? 1 not the first v;sn whai was the date oi Ehe lasi denhst wsﬁ"«’ Date 6.0 Q
16, Has the child had any prablem with dental treatment i INe PAST7 .t 6. Q O
17. Has the child ever had dental radiographs (X-r8yS}] BXPOSEOT ... viricirr i et eet et ssses s st isss s e s sraesesse s s ranesssbe e s bsanbnsant s b e mbb st e et s s s 17. 3 L
18. Has the child ever suffered any injuries to the mouth, head or tBEthT ... e s b i8. 0 O
19. Has 1he chi'g had any problems with the erupiion or shegding of teeth? .. .0 Q
20, Has the child had any orthodonTic TrEEIMBIT ..o s e e e e ra e ss LR r e a e s e e s s TS srsnesssassoinse sis 20, 0O
21. What type of water does your child drink? 0 City water 0 Well water U Boltled water Q) Hlitered water
22, Does the child take fIU0rde SUPPIEMIBNIST .o i e e s e e s e e L bbd e et a e s ear s e e S0 s r e e ns S o ra Snsts 22,0 4
23. Is fluoride toothpaste used?....c.ocivnvin e e eeeeteeeeTEerierhebeTn R aEseersEeaeann s raeE S Ean ey e e SR RE PeaR FenReREees senresssanaennaaneon 23. 00 O
24, How many fimes ara the child's testh brushed perday? _______ When ara the teeth brushed? 2.0 4
25. Doas tha child suck his/har thumb, FNGOTS OF PAGHIBIT ......ccccvrerie e reseeae s eroebe s eseeree e aessss s s tess st st sbasaons srsbe b ess s sssssssssssronsassarasrnservnsens 80 13 1
26. At what age did the child stop botile feeding? Age Breast feeding? Age
o o

27. Does child participate In active recreational BEHVIHBEP ... e s es s ettt an s n s aes sonas e ses e brsn s e erae e rreanecnes £ L ¢

| certify that | have read and understand the above. | acknowledge that my questions, if any, about inquiries set forth above have bean answered to my
satisfaction. 1 will not hold my dentist, or any other member of his/her staff, responsible for any action they teke or do not take because of arrors or
omissions that | rnay have made in the completion of this form,

Parent's/Guardian’s Signature Dats
Comments
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