
( ) 

Patient's Name, Birthdate, Today's date, _ 

Address Telephone, _ 

Height"--_______ Weight _ Sex, _ 

Physician's Name, ,.....­ ----'Address----' Telephone, _ 

Father's Name Social SeaJrity #' _ 

Father's Employer Business Phone, _ 

Mother's Name Social Security # _ 

Mother's Employer Business Phone, _ 

Nickname~ _ 

Pets, Outside Interests'-­ _ 

1. Is your child underthe care of a physician now? - - -.~-res) 
If so, forwhat? _ 

2. Has your child ever been hospitalized?................ () 
If so, why?-:-----:'~--____:_:___:___=__----------

3. Is your child receiving any medication? ()
Is so, what? _ 

( 

( 

) 

) 

4. Is your child allergic to any of the following: 
a) Dental injections.............. 
b) Antibiotics (Penicillin)........................................................................ 
c) Any other drugs or food . 
If so, explain, _ 

5. Has your child had any of the following: 
Yes No Age Yes No 

( ) 
() 
() 

Age 

( ) 
( ) 
( ) 

a) 
b) 
c) 
d) 
e) 
f) 
g) 

Rheumatic fever 
Diabetes 
Measles 
Scarlet fever 
Chicken pox 
Mumps 
Whooping cough 

( ) 
() 
( ) 
() 
() 
( ) 
( ) 

( 
( 
( 
( 
( 
( 
( 

) 
) 
) 
) 
) 
) 
) 

h) 
i) 
j) 
k) 
I) 
m) 
n) 

Heart trouble 
Kidney trouble 
Bleeding problems 
Lung disease 
X-ray therapy 
Anemia 
AIDS ( 

' ) 
) 
) 
) 
) 
) 
) 

( 
( 
( 
( 
( 
( 
( 

) 
) 
) 
) 
) 
) 
) 

6. Has your child ever received a blow to this teeth? (
If so, explain'-­ _ 

. Fltlorifje History: 
a) Do you live in a fluoridated area? ( 
b) Do you give your child fluoride tablets, solution, or vitamins 

containing f1uoride? ( 
c) Has a dentist ever applied fluoride to your child's teeth? ( 

8. Has your child had a bad medical or dental experience? (
If so, explain, ---., 

9. Underline any of the following habits your child has: thumbsucking, lip or nail 
biting, tongue thrusting, mouth breathing 

) 

) 

) 
) 
) 

( 

( 

( 
( 
( 

) 

) 

) 
) 
) 

My signature below expresses my desire and consent for any dental treatment for my child. 

Signature of guardian'-­ ,Relationship, _ 

Person responsible for account Dental Assistant, _ 
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