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DENTAL/MEDICAL HISTORY

Has your child been to the dentist before? [ Yes ] No
If yes, the approximate date of last visit: a
Are there any dental problems that you are aware of X

f% A'at present? []Yes [JNo Ifyes, please explain:

@ Does your child brush his/her teeth daily? 1 Yes [ No

Please rate your child’s oral health. [ Good [JFair []Poor
Is your child currently under the care of a physician? []Yes []No
Child’s physician:
Phone #:
The approximate date of last visit:
Please rate your child’s mental health. [] Good []Fair []Poor

@ Is your child allergic to any drugs? []Yes []No

. If yes, please list:
(B Is your child taking any prescription drugs? [1Yes [ Mo

If yes, please list:

Does your child need to be premedicated before

] Yes [ No

dental treatment?

In the event of an emergency, who should we contact?

Name: Relationship:

Phone #2:

Phone:

Has ¥our child ever had any of the
following medical conditions
or problems?

Please circle
Heart Murmur

Heart problems
of any kind

Convulsions/Epilepsy
Cancer

Diabetes
Rheumatic Fever
HIV/AIDS
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Hemophilia
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Bleeding problems
of any kind

<
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Hearing Impairment
Hyperactive
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Any Operations

Any stays in hospital

Are there any medical conditions or
problems relating to your child that
need further explanation?

[]Yes [ MNo

If yes, please list:

' I to perform the necessary dental services that my child may

" understand that the information that I have given is correct to the best of my knowledge,
that it will be held in the strictest of confidence, and it is my responsibility to inform

this office of any changes in my child’s medical status. I also authorize the dental staff
need.

The Parent or Guardian who accompanies the child is responsible for
time of service unless prior arrangements have been approved.

l_Signature of Parent or Guardian

If you or your child have any questions, please feel free to ask us at any time.
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Thank you for filling out this form completely. It will enable us to give your child the best dental care possible' X






Your current physical health is: [0 Good [OFair [JPoor

Are you currently under the care of a physician? [No [JYes

Please explain

Are you taking any prescription / over-the-counter drugs? [ No [JYes

Please list each one Dental History

For Women Are you taking birth control pills? [No [JYes

Why have you come to the dentist today?
Are you pregnant? [JNo []Yes Week #

Are you nursing? [ No [OYes

Have you ever had any of the following

diseases or medical problems? Are you currently in pain? O No O Yes
Y N Heart Attack / Stroke Y N Psychiatric Problems Have you ever had a serious / difficult
Y N Cancer / Chemotherapy Y N Epilepsy / Seizures / Fainting Spells problem associated with any previous
Y N Heart Murmur Y N Diabetes / Tuberculosis (TB) dental woric? O No [J Yes
Y N Rheumatic Fever Y N Drug / Alcohol Abuse Do you now or have you ever experienced
Y N HIV+/AIDS Y N Venereal Disease pain / discomfort in your jaw joint
Y N Heart Surgery / Pacemaker Y N Hemophilia / Abnormal Bleeding (TMJ / TMD)? O No [ VYes
Y N Shingles Y N dlcers / Colitis
Y N Mitral Valve Prolapse Y N Congenital Heart Defect Your current dental health is
Y N Kidney Problems Y N Anemia / Radiation Treatment O Good [ Fair [JPoor
Y N Artificial Bones / Joints Y N Asthma / Arthritis
Y N Artificial Valves Y N Difficulty Breathing Do you like your smile?
Y N Sinus Problems Y N Hospitalized for Any Reason O No O Yes
Y N High / Low Blood Pressure Y N Hepatitis
Y N Fever Blisters Y N Blood Transfusion Do your gums ever bleed?
Y N Severe /Frequent Headaches Y N Emphysema / Glaucoma CO0No [ Yes

Pl li i di iti h : )
ease list any serious medical condition(s) that you have ever had How many times a week do you floss?

] How many times a day do you brush?
Are you allergic to any of the following drugs?

Type of bristles?
Y N Penicillin Y N Tetracycline Y N Latex
Y N Aspirin Y N Dental Anesthetics Y N Other Hard Medium Soft
Y N Erythromycin Y N Codeine - H -

Please list any other drugs that you are allergic to:

I understand that the information that I have given today is correct to the best of my knowledge. I 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. Iauthorize the dental staff to perform, with my informed consent, any necessary dental services |
may need during diagnosis and treatment.

Signature Date

Payment is due in full at the time of treatment unless prior arrangements have been made.

Thank you for filling out this form completely. It will enable us to help you more effectively. If you have any
questions at any time, please ask us. We are happy to help.

Our office is committed to meeting or exceeding the standards of infection control mandated by OSHA, the
CDC and the ADA.






