Health History

Has your child ever had any of the following problems? Please circle your answer

Allergies to drugs or medications................ YES NO Hemophilid. .....ooscmmsevessmnsssvansasannsess YES NO
AWM ysswn s ssonananssmsssmmssansssnnsnnnssnsssimss YES NO HEPAtitiS; < voinomsmonmsosminias o einsssmmmasiis YES NO
PG - s s sm e s b e R B YES NO High blood pressure..........cocvviviviiiennns YES NO
DAINETR 5o i e e o R (AR RS . YES NO HIgh FEVERS. . cvvmmrassmanmmmvssssmsm s YES NO
Behavior problems.. ..o vivssmesssimavsm s YES NO HIVE L AIDS v s smormmamsiaevssimmiies YES NO
Birthidefedtilsiomimsmnvemsmvanissusmmmassas YES NO Kidniey diSBase. ..c.oviassiinenssvs sssssniss YES NO
CANCE O ONS o« vvsnssommmasassvassmamssamnis YES NO LateX allergy o asais s YES NO
Ceiebtal PAISY  oocnvmsmsnnssasssvinsvinssss YES NO Leartiing disability ..o YES NO
Convulsions (S€IiZures) .........ccevveeeeevveerenneee. YES NO LAVEr QISa8E o cinniinimcvnisiecnamds s YES NO
DHABEIRS .. .scususnsiss wnns vomsisasvssiassesmsamasoses YES NO Nutritional problem..................cocoeee. YES NO
Ear infection. .. ccsenmsvins sossmmssnmianissa YES NO Mentdltetardation: . ccovannassannmans YES NO
EPIleDsY . csuuusvssussnvmsminannnsevusanag sossssionsns YES NO Rheumatic / Scarlet fever..................... YES NO
Excessive/ prolonged bleeding...................... YES  NO Sickle Cell Disease or Trait.................. YES NO
Famtifgli izZBeEs: cosrnmnmmmmmerimseai ¥ES NO Speech probleiis:onmnmmnrrassasans YES NO
Handicaps/ disabilities..................oocieinni YES NO Tonsilliis..omimnemmursnninmns YES NO
HEart ML - ovvcammasamma s YES NO TubercilosiS s vimavae i YES NO
Heart tfotble vnvimananmmnnsmnmanis: YES NO Vision problems...........cocevevieniiiiienen. YES NO
Heating probléms:  coanmmmnsesamnuess: YES NO
Any special problems not listed above?
Please list all medications that your child is currently taking
Is your child currently under the care of a physician? YES NO

Describe
Physician name and phone number D =
Are immunizations up to date? YES NO
Were there any problems during pregnancy, delivery or during the first year of your child's life? YES NO

Describe
Dental History
Does or has your child have or had any of the following problems?
Lip sucking/ biting habits........................... YES NO  Any problem with previous dental work.... YES NO
Nakbiting habits oo aramnmns YES NO Describe
Thumb/ finger sucking habits...................... YES NO  Hospitalization...........ccvuveeeiineniieenann.. YES NO
Nursing bottle habits.................ooiiinn. YES NO  Injuries to face, mouth or teeth............. YES NO
Pain or tenderness in the jaw joints (TMJ) ..... YES NO Describe

(We are sorry but we need to add the following few lines. Please read carefully and sign and date. Thank you)
l.  Tunderstand the above information is necessary to provide my child with the dental care in a safe and efficient manner. I have answered all

questions truthfully and to the best of my knowledge.

2. Ihereby authorize doctor to take x-rays. study models, photographs, or other diagnostic aids deemed appropriate by doctor to make a thorough

diagnosis of my child’s dental needs.

3. I authorize doctor to perform all recommended treatment mutually agreed upon by me and to use the appropriate medication and therapy indicated

for such treatment in connection with (Name of the patient)

4. T understand that all responsibility for payment for dental services provided in lhn, office for my child is mine, due and payable at the time services
are rendered unless other arrangements have been made. In the events payments are not received by the agreed upon dates, I understand that a 1-
1/2 percent finance charge (18% APR) may be added to my account, in addition to any collection charges.

o v

(Wc' apologize again for the above few lines)

I understand that where appropriate, credit bureau reports may be obtained.
I understand that it is my responsibility to advise the office of any changes in the information contained on this form.

Parent or responsible party Date __/__/
Relationship to the child Witness
Periodic update of information

Parent’s Signature Date  / /[ Doctor’s Signature
Parent’s Signature Date ./ Doctor’s Signature




