
A$Iild hl*elth t' ffimrecai F$*st*Ep

Patient's Na me:

Parent's/Gua rdian's Name:

Address:
PO Box or Mailing Address

Phone:( ) ( )

Home Work

Have vou (the parent/guardian) or the patient had any of the following diseases or problems

1. Active Tuberculosis 2. Persistent cough greater than a three-week duration 3' Cough that produces blood? ,......,....... Ev"r Eruo
!f you answer ye$ to any of the three items above. please stop and relurn this form to the reteptionirt.

F{as the chikJ had any history of, or conditicn related t$, mny o{ the {oilcr*rng:

Nickname:

Relationship to Patient:

City

Date of Birth:

State Zip Code

sex: ru E r E Non binary E

f] Anemia

E nrthritit
EAsthma
E gl.dd"t

E eleedlng disorders

E Bones/ Joints

! c.n..,.
E Cerebral Palsy

E chicken pox

n Chronic Sinusitis

E oiabetes
E Ear Aches

L--.1 t prlepsv

L l Farntrng

E ttealthy
f l"r.t
E Hepatltis

I Hrv */nros
E lmmunizatlons

E Latex allergy

D Liue,.

E Measles

I Mononucleosis
E Mumps

E Pregnancy (teens)

f, Rheumatic Fever

E s"i.rr"s
E sickle cell

n rhvrold
f Tobacco/Drug use

E Tuberculosis

DVenereal Disease

noth",

E Growth Problems E rldn.y

Please list the name and phone number of the child's physician: Physician ------------ Phone

Date of last physicalexam:

fiftiid's l-{ist*ny
1. ls the child taking any prescription and/or over the counter medications or vitamin supplements at this time? ...

lf yes, please list
2. lsthechildallergictoanymedications,i.e.Penicillin,antibiotics,orotherdrugs? lfyes,pleaseexplain:

lf yes, please explain:

$ u5 t\$

1.n tr
2E tr
3I T

4. How would you describe the child's eating habits?

5. Has the child ever had a serious illness? lf yes, when: Please describe:

7. Does the child have a history ofany other lllnesses? lfyes, please list:
8. Has the child ever received a general anesthet
9. Does the child have any inherited problems? .,

10. Does the child have any speech difficulties? ...

15. ls this the child's first visit to the dentist? lf not, what was the date of the last dental visit? Date:

17.HasthechildeverhadadentaIradiographs(x-rays)exposed?lfyes,DateExposedorX-raystakani-

20. Has the child had any orthodontic treatment? ...

21. What type of water does your child drink? n City water E Well water f gottled water n Flhered water

24. How many times are the child's teeth brushed per day? When are the teeth brushed?

25. Doyouflossyourchild'steeth? EYes tr No lfyes,howoften:
26. E
D,Z
28. E
2e. E
30. E
31.E

26. At what age did the child stop bottle feeding? Age: 

- 

Breastfeeding? Age:

31. Name of former Dentist:

LMq! lttl,t {Ull:,1-.eirj,:l-til.-::tL:-i|'.L:'.riiir,r!..Niill.-i-c-'-.ifir-.}.il'L!r]l

dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that I may have made in the completion of this form.

4.n tr
5.D tr
6.n trI.J tr
8.E tr
9E I
10E tr
11 E tr
12.8 tr
13.8 tr
14.E tr
15.E tr
16.T tr
rZ.E tr
18E tr
19,8 tr
20,E tr
21.E tr
77.e I
23,E tr
74,J tr
zs.E tr

27. Does child participate in active recreational activities?

28. Does the child such his/her thumb, fingers or pacifier?

30. How often does your child visit the dentist?

tr
T
tr
tr
tr
T

Parent's/Guardian's Signature

Fsr C0n'ipletion by *fenlist
Comments:

For Office Use Only: I Vtedical Alert E Premedication E Allergies I Anesthesia Reviewed by:

Date

Date:


