PERSONAL
Child's Name

PATIENT HISTORY DATE

Nickname {# any)

Date of Birth

Widdle Last

Age _ Sex: M F School Grade

Home Address

City State Zip

Name and Age of Siblings

Interasts or hobbies:

Parent's Marital Status: | ] Singlo [ ] Married { | Separated | ] Divorced | | Widowed

Parert 1 Name

Soclal Security #

Homsa Phone #

Call # Emall

Home Address

0.0.B,

City State

Employer

Qccupation Bus. Phone #

Business Addrese

City State

p

Parent 2 Name

Home Phone #

Socisl Security #

D.0.B.

Call # Email

Home Address

Zp

Employer

Occupation Bug, Phone #

Business Address

Whom May Wa Thank for Referring You?
HEALTH INSURANCE INFORMATION

Centel Coverage O
Subseriber (covered employee)

Medicat Coverage O
Subscriber {covered employes)

Employer providing insurance:

Employer providing insurance:

Name of insurance carrier {company):

Name of iInsurance carrer {company):

Group or Pollcy #

MEDICAL HISTORY
Child's Physiclan

Group or Pollcy #

Address Phone #

Date of last physical examination?

ls a physician treating your child now for a specific iness?

H g0, for what regson?

-------------------------------------------------------

No

Is your child taking any medication at this tme?
Bryg Bose

Has your child shown any allergies or unusual roactions?

&) Medications or drugs

----------------------------------------------------------------

No

b) Foods

¢} Othar

Wern there any problems with the birth or pregnancy?
Bid child go home with mother from the hospital?
Has your chid aver baon hospitalized? H so,

When?

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

-----------------------------------------------------------

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

§%%

For what reason?

Has your child had any operations? i so,
Whan?

---------------------------------------------------------------------

Far what reason?

Are there any psychological or emotional preblems you would like to bring 10 our attention?

gy Ayt an

-----------------------------



DBoge your child have any history of the following diveases or condiions?

U Accidents or Savere Infoctions 0O Biood Transfusiona O intelloctual DisabiRty

TIADD/ADHD [ Cerabral Palay O iidney or Bladdar Probloms

DAIDS or AIDS Related Symptoma, HIV4 [ Covvulaton, Bdzures, of Epilopey O Liver Problema, Jaundice or Hopatiis
ClAnsmia or Blood Disorders 1 Davelopmental Delay O Malignanclea

Ol Asthma or Lemg Problems 0 Diabetss . D Spooch, Leaming, or Heering Cisorder
QAutam 0O Headaches O Vision Problems

O Biveding Problems 1 Heart Murmur, Conganlta) Heart Disoase 0 Cihay, it 80 explain

PLEASE DESCRIBE ANY CURRENT MEDICAL TREATMENT INCLUDING DRUGS, PENDING SURGERY, RECENT INJURIES OR ANY
OTHER INFORMATION DENTIST SHOULD BE AWARE OR THAT HAS NOT BEEN COVERED ABOVE.

DENTAL HISTORY
Wy did you meke this appointment? Does your chiid have any of the folfowing habits? (ndicate ages when
occuread}

la this your child's firet visit to & dentist? Yes No Boide tc bed at right or nap

if not, how long since the last dental visit? What was In bottie?

Child’s previous dentst: Use a paciier?

Name Thumb cr finger sucking
Addresg Tongue thrusting

Approximete date of last dental “x-rays” Lip sucking or biting
Hae your child ever had any unpleasamt Mouth breathing

dentei Yes No Snoring at night

o, Sotg i
Does your child brush Maher ommn toath? . . ..ot i e ittt e e Yes No
How frecuently and when?
D0 YOU BIUsh YoUr B 100N . .o vuy s et i et vaes v e e e b et e e et h v e r e s e nanrrs Yoa No
How frequently and when?
Do you or your child use dental floss in cleaning your child’s 1eeth? .....vvivirntii i iri it ereenrenn Yes No
How frequently end when?
Has your child had fluoride in any of the following forms?
Fuoride tablets or Iy mulBple VHAMINS ... .. .0 i crsecae e a et m ittt iriaantrnr i rasaarsnan Don't know Yes No
Drinking water (commumity fUorgaton) .. ... ...ucverersrnreiiaonranrertontianenacserartnnsnnennne Don't know Yos No
Topleal applicaton on teeth (please circle) Dentist applied, Homerinse, Home brush-ongel, School rinso
Toocthpaste; brand
Have your child's taoth aver DOBn MUPEKIT 4. .o i v i e e v e s aeraase ottt tunensasvanssaranessssseasarsnssssnsnses Yes No
When?
Which Teeth?
Cause?
WWoro tho Lot MOEIBMT . . .o uu e iuieinivraronrererroncnoosernrsosststoseoansssosnsssssesnesessssssornsonoensos Yes No
if 50 describe treatment
Dees your child tend to complaln of clicking, popping or crunching nolses in hisfher ears while chewing? .......ooveriiveeans Yea Ne

The signature of a parent or guardien atfixed betow authorizes the complation of all mutually agreed upon necessery dental senvices.

Signatre Relationship Date
SUMMAFW {FOR DOCTOR'S USE) REVEEWER; DATE:
MEDICAL

DENTAL




