
We weutd like to welcome you and your child to our office. Our goal is to make every
child's visijt pleasant and educational. Our practice is based on preventive care. Westrive
to leach good crawcare that will enable your child to have a beautiful smile that lasts a
mifelime.

Today's Date:_I_I_
CJlill.«P8N~<e: 71~~--------fu&~--------=~'-----
Child's Birthdate:_I_I.-:!..- Child's Age: _
Nickname: . Male Female ---
School: Grade: _
Child'::; Home Address: ------------------

Name: Relation: _
Do you have legal custody of me child?
Is the child adopted?
Is the child in a foster home?
Whom may we thank for referring you? _
Oilier siblings seen by us: _
~o~nt~ntist: --------------please circle
Last visit date _
Parent's Marital Status:_Singj.e Widowed

_ Married_ Divorced_Sepa.vated

YN
YN
YN

_M@tbelf _Stepmother Guardian
Name: Birthdate:_/_/_
Wk# Ext#: Hm# _
Employer: _
88#: DL# _

Father _Stepfather Guardian
Name: Birthdate:_I_I_
Wk#: Ext# Hm#: _
Employer: _
SS#: DL# _

Name: -..:Relanon: _
Billing Address: _

City Stl!!.e Zip
Wkif. Ext#: Hm#: _
Employer: -=-_
DL# SS#

Name: _
Wk# _ Hm#: --------

Insurance Co. Name: _
Insurance Co. Address: _
Insurance Co. Phones: ------------------
Group # (plan, Local, Policy #): _
Policy's Owner's Name: _
Relationship to Patient: _
Policy Owner' s Birthdate:_I_I_ SS# _
Policy Owner's Employer: _
Employer's Address: _
Orthodontic Coverage? Y N

Insurance Co. Name: _
Insurance Co. Address: _
Insurance Co. Phones: _
Group # (Plan, Local, or Policy #): _
Policy Owner's Name: ---, _
Relationship to Patient: _
Policy Owner's Birthdate:_/_I_ 88#: _
Policy Owner's Employer: _
Employer's Address: _
Orthodontic Coverage: Y N

CONllNUED ON BACK



Wby did you bring tbe child to tbe dentist
today? ------

Y N Has the child ever had a serious/difficult
problem associated with previous dental visits?
Y N Is the child's water fluoridated?
Y N Is the child taking fluoridated
supplements?
Y N Has tbe cbild ever bad any pain I
tenderness in hislber jaw joint (TMJrrMD)?
Y N Does the child brush his/her teeth daily?
Y N Floss his/her teeth daily?
Child's Physician: _
Phone#: - _
Date of last visit:-------------Y N Is the child currently under the care of a
physician?
Please describe tbe cbild's physical health:
__ Good_Fair _Poor
Please list all drugs that tbe child is currently
taking: _

Please list all drugs tbat tbe cbild is allergic
to:-----------------
Please discuss any serious medical problems
that the cbild bas bad: ---------

Does/did tbe child have any of the following
babits?

Y N Lip Sucking/Biting
Y N Nail Biting
Y N Nursing Bottle Habits
Y N TbumblFinger Sucking
Y N Was the child breast fed?

Has tbe child ever had an)' of the noowing
medical problems?
Y N Abnormal Bleeding
Y N Allergies to any Drugs
Y N Anemia
Y N Any Hospital Stays
Y N Any Operations
Y N Asthma

° Y N Cancer
Y N Chicken Pox
Y N Congenital Heart Defect
Y N ConvulsionslEpilepsy
Y N Diabetes
Y N Exposed to HIVlbut Neg.
Y N HandicapslDisabilities
Y N Hearing lmpainnent
Y N Heart Murmur
Y N Hemophila
Y N Hepatitis
Y N Hives
Y N HlVlAIDS
Y N Immunizations Current
Y N Kidney/Liver Problems
Y N Measles
Y N Mononucleosis
Y N Rheumatic/Scarlet Fever
Y N SkinRash
Y N Tuberculosis (TB)
Y N Anything you would like to discuss with
the doctor in private?

Ihave reviewed the medical/dental information
above with the parent/guardian and patient
herein, Initals Date

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

I understand that the information that I have giYen is correct to the best of my knowledge. that it
will held in the strictest of confidence and it is my responsibility to inform this office of all~ changes
in my child's medical status. I authorize the dental staff to perform the necessary dental services
my child my need.

Signature of parent or guardian Date

Medical History Update
Date, Signatureo _

'--------------------- Date Signature
o

_

Date Signatureo _
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