
PATIENTNAME:

clita's nicknamp: Sex:

BIRTH DATE: (Month,rDaylYear)

School:

Name of hobby, sport, toy or playmate very special to your child (please specify):
Does child live with both parents? U Yes t.l No tl Mother? ! Father? E Guardian?
Child's address:

Father (or male guardian) complete name:

Soc.Sec.#

Home address (if different from child's). Home phone:

Soc.Sec.#tr Employed
Employed by:

! Homemaker il Student ! Retired n Other
Ciry: State: zip.

Work phone: L_**-)
Mother (or female guardian) complete name:

Dental insurance company: .Group #:

Employed by:

Home address (if different ftom child's). Home phone: L___-)
Soc.Sec.#ii Employed 1l Homemaker ! Student D Retired tr Other

.City: State: .zip:
Dental insurance company: Group #:

Method of payment: ! l

We first learned about this

Referred by: ! Friend
Name of referring person:

Payment in full at each appointment. ll I n surance or prepaid program. tr Mo n thly budget payments.

dentai office from: tr Yellow Pages [-, N ervspaper I S chool il Wo rk
O Relative rJ Another patient ! D ental olfice doctor or staff member I Other

Work phone: C_-____J
Who is responsible for payment? _Phone number to call about appointments:

DENTAL HISTORY
Is this your child's first visit to the dentist? IY es i,N o

Has your child been having any specific problems? LIY es -N o Describe:

Last dental visit: Purpose: Last complete exam:

Has your child experienced any unfavorable reaction fiom any previous dental or medical care? lYes lNo Specifu:

How do you describe your child's dental health? l--G ood []F air XPo or
Do you think your child has active dental disease: Decay? fiY es ENo Gum Disease? llYes LlNo

Child's home care: Brush? lYes EN o Floss? DY es rlNo Other?

Does your child's gums ever bleed? !Y es !N o How often? Does your child have bad breath? trYes lNo
Does your child have any bad mouth habits? UY e s !N o Specify.

MEDICAL HISTORY (Conhdential. Repeated every five years.) BIRTH DATE: (Month,DaylYear)
Pediatrician / doctor's name: Last cunent exam:

Does your child have any medical problems? r lY es rN o Describe:

Is your child under a doctor's care now? nYes !No If so, for rvhat reason?

Is your child taking any medications, pills or drugs? !Y es !N o Please list:

Has your child ever had any of the following? Indicate YES with check mark (! ).

Current age:

! H eart disease

D Heart murmur

! D iabetes

X Measles ll Tonsillitis
r Mumps il Jaundice

! Hepatitis ! Epilepsy
! Prolonged bleeding I Fainting spells

r! Asthma
! Allergy to n.redicine/drugs

! Rheumatic fever - s carlet fever D K idney disease or dialysis E H erpes X S eizures or conwlsions Il A llergy to anesthetics

! High blood pressure I Typhoid fever tl Tuberculosis DAids LlPsychiatric treatment iJAllergy to foods

D Malignances ll Prosthetic valves/joints ! Other allergiesI Chicken pox ! Arthritis

List all of your child's ailergies here:

AUTHORIZATION: t nEeUV authorize the doctor(s) and/or staff of this dental office to administer such medications and to perform such diagnostic and

therapeutic procedures as may be necessary for proper dental care of my child as agreed upon through consultation with me. The information which appears

on these dental and medical histories is correct to the best ofmy knorvledge.
x

Child's Parent or Guardian SignaturelDate Reviewed by DoctorlDate

MEDICAL HISTORY UPDATES FOR SUBSEQUENT VISITS
I have read my child's MEDICAL HISTORY dated

EXCEPTIONS

and confirm that it adequately states pastand present conditions.

PARENT/GUARDIAN SIGNATURE REVIEWED BY
DR.None I

None fl

None i-t

None [.t

None Ll

DR.

None il__ DR..

DR.

DR.

DR.

CHILD PATIEI\T II\FORMATION o DENTAL AI\D MEDICAL HISTORTES

DATE


