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“PATIENT NUMBER .
PATIENT'S NAME = e S s
7 : S  Last { TR e initial .--. Dateof Birth -
PAF(ENT'S/GUARDIAN’S NAME ; ’ 4 e
DENTAL HESTORY CIRCLE THE APPROPR!ATE ANSWER : e — = COMMENTS
1. Is this your child's first visit to a dentist? ....... e el el YES TN v e Zh
2. i not, how long since the last visit to the dentist?; =
3. Were any. x-rays.or radlographs taken when- your chlld prewous!y vnsrted the :
danticty  all : sbecins: S weeie. YES NO |
4. Does your child eat between meals’? e ' o YES NO
5. Does your child eat sweets, such as candy, soda pop, chemng gum” .......... YES NO
6. When does your child brush his/her teeth? .- .
{3 Upon arising {1 After eating any food ng}rt aﬁer meals d Before going to bed
7. How does your child receive Fluoride? :
 Community water level ___ ppm O Wel! water level . ppm
1 Fluoride drops or iabiets D Fiuonde nnse or gei
8. Have any cavities been noted in the past‘? i : YES NO
3. Were any teeth {baby or permanent) 'emoved by extracﬂon” ........ S Y E SENG
Was it suggested that the space be mamtamed‘7 i, ot o YES NO
Was an appliance placed? ... i ' e - YES NO
10. Have there been any injuries to teeth such as: fal!s blews chlps, etc.? .. YES NO
if so desciibe : = '
11. Has your child had any problem with denial Ireatment in the past’)....-‘_.r.; ........ YES NO
12. Has anyone in the family, including parents, had orthodonncsl ... YES NO
13. Has your child ever received a local anesthetic? ... i YES NO
14. Has your child ever had occlusal sealants?- ..iiiciiiinns e TESINO
15. Does your child think there is anyihmg wrcmg with hfslher teeth’?..;_,..;.;.,..;;...; YES NO
MEDICAL HISTORY e i 45 S
1.-Does your child have a health preb!em’? B . YES NO
2. is your chiid under care of physician? ....... SR L RS NG
I yes, since when and why? e e :
3. Name of physician Tk Phone-
4. Is your child receiving any medication? .................. T e .. YES NO
What? : . ;
5. Is your child allergic to penicillin, antibiotics or other drugs'7 e e s S S ES NG
8. Does your child have other allergies? ..o i inemae e erens i senesicnces
7. Has your child had any serious #liness? ........... :
When What : :
8. Has your chiid ever Nad SUrgery? ..coc.ooveeovaciornivascnnsneens e YES NO
- 8. Does your child have a heart murmur? ...... e o
10. is surgery coniemplated? ....................... sl ol s e :
11. Does your child experience severe or prolongated b!eedmg‘? vl = YES ‘NO
12. Does your child have AIDS or has hefshe tested HW positive?
13: Has your child tested positive for. hepatitis? .. 5.
14. Is your child subject o nervous disorders? .
O Fainting? . 1 Seizures? 0 Dizzin
15. Does your child have frequent headaches s : o
16. Has your child had history of: {Circle’ appropnate respons&c ¥ dnabetes ‘heart troubie
- asthma, kidney infection, rheumatic fever; epilepsy, cerebral: pa!sy hver problems;,
congeniial birth defects, mental retardauon eyesight problems cancer, infections,
speech impairments, hearing ioss.
i CERTIFY THAT THE ABQOVE INFORMATION IS COMPLETE AND ACCUPATE.
ra.QCNT SIGUARDIAN'S SIGNATURE . : : i LA . DATE
DENTIST'S SIGNATURE : sl 2 ; - DATE

e : 5 ; : ?M=D.A= ER
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