MEDICAL HISTORY

Patient Name

Medical Alert

|

1. Have your

Ifyes, for what?

during the past two.

Physician's Name

Address.

State Zp

2.1s your:

drugs or pills now?.

Ifyes,

3.1s your

Is yes, please list:

toany

4. Has your chil the

Tumors.

6. Does Your child have

Htyes, please list:

Hepatitis A (infectious)(serum)..
ALDS.
HLV. Positive.

Cold Sores/Fever Blisters..

any disease, conditon, or problem not listed?.

1 understand the above information is necessary to provide my chid with dental care in a safe and efficient manner. | have answered al
questions to the best of my knowledge. Should further information be needed, you have my permission to ask the respective health care
provider or agency, who may release such information o you. | will notity the docor of any change in my child's health or medication.

Dental & Medical History Review

Doctor Signature




DENTAL HISTORY

Patent Name

Medical Alert |

Whatls the reason for you child visit today?

Welcome! so that we may provide you with the best possible care
Please complete both sides of this medical/dental history form.
All i ion is i

Date of Last Dental Visit Last Dental Cleaning Last Full Mouth X-rays.
‘What was done at your child last dental
Previous Dentists Name
Address_ State Zip
Telephone,
How often does your child brush teeth?. How often does your chid floss?
Are any of your child testh sensitive to: Does your child:
Hotorcold? ~ Yes No  Clench or grind your child teeth while awake or asleep? ~ Yes No
Sweets?  Yes No Bits your chikd ips or cheeks regularly?  Yes No
Biting or Chewing?  Yes No Hold foreign objects with your child teeth?  Yes No
Has your badtastes?  Yes No (pencils, pipe, pins, nails, fingemails)  Yes No
Does your biisters o Mouth breathe while awake or asleep?  Yes No
any otherorallesions?  Yes No Have tired jaws, especially in the moming? ~ Yes No
Has your child: Has your child experienced:
Orthodontic treatment? ~ Yes No Clicking or popping of the jaw?  Yes No
OralSugeny?  Yes No Pain? (joint, ear, side of face) ~ Yes No
Periodontal treatment?  Yes No Difficulty in opening or closing the mouth?  Yes No
Your child teeth ground or the bite adjusted?  Yes No Difficulty in chewing on either side of the mouth? ~ Yes No
Abite piate or mouth guard?  Yes No Headaches, neckaches or shoulder aches? ~ Yes No
Aserious injury to the mouth orhead?  Yes No you i weatment?  Yes
50, please describe, i No
50, whatis your child biggest concem?
Has your chid ever had an upsetting dental experience? Yes No
Ityes, please describe
Is ] your to know? Yes No

(Please complets other side)




