
PATIENT NAME

Name o川obby, SPOrt, tOy Or Playmate ve「y special to your chiid (PIease specify〉:

Father (Or male guardian) complete name:

Home address (if d嗣erent trom chiid’s〉

Mother (Or female guardian) compiete name:

Home add「ess (if differen=rom chiid’s)

Denta=nsurance company:

How Iong held?

Method of payment for dental care:口Payme=t in fu= at each appointment.ロInsurance or prepaid p「og「am.

Wetirs=eamedaboutthisdentaIofficetrom:口YeliowPages ,口Newspape「ロSchool　ロWork

Referred by:ロAnother patient' fri鉛d　□ Another patient' reIative.ロDentaI office doctoroI staff member

Hasyourchi-dbeenhavinganyspecificp「ObIems?　ロYes　ロNo Describe:

Has yourchild experienced any unfavorab-e 「eaction from anyprevious dentaI ormedicalcare?口Yes　口No Specify:

Howdoyoudescribeyourchild’sdentaIheaith?　□ Good　ロFai「口Poor

Doyouthi=kyourchiId hasactivedentaidisease: Decay?　ロYes　□ No

Child'shomecare: Brush?　ロYes　ロNo Fioss?　ロYes　□ No

Doesyo=「Child'sgumseverbIeed?　ロYes　ロNo Howoften?-

Doesyourchildhaveanybadmouthhabits?　口Yes　ロNo Specify:

GumDisease?　ロYes　□　No

Doesyourc刷dhavebadbreath?　ロYes　□ No

MEDICAL HISTORY (ConfidentiaI. Bepeated every five years・)　　　BIRTHDAT∈ MONTWDAY/YEAR

Pediatrician/doctor’s name: Last PhysicaI exam:

Doesyourch柑haveanymedicaiproblems?　口Yes　ロNo Describe:

lsyourch柑underadoctor,scarenow?　ロYes　ロNo lfso,fo「whatreason?

isyourchildtakinganymedications, P用SOrdrugs?　ロYes　口No PIeaselist:

Has your child ever had any o白he foliowing? Indicate YES with check mark (/〉"

口Heart Disease.　　　ロMeasles.　　　　口Tons胴S.　　　　　　　□ Hepatitis.

しist a= your c刷d’s allergies here: List HospitaIizations:

ÅUTHORIZATION: l hereby authorize the doctor(S) and/Or Staff o白his dentaI offlce to administer such medications and to perfo「m such diagnostic

and therapeutic procedures as may be necessary for prope「 dentaI ca「e as agreed upon through consuitation with m〇・ The infomation which

appears on these dental and medicaI histories is co「rect to lhe best of my knowIedge・

ChjId’s

Reviewed X

Guardian by Doctor

FOl] OFFIC∈　US∈　ONしY

「二二伸__二二看

MEDICAL HISTORY uPDATES FOR SUBSEQUENT ViSITS

I have read my MEDICAL HISTORY dated and con(irm that it adequaくely states pas( and p「esent coriditions・

PA鼠ENT/G UARD IAN

e軸格LD PÅ丁l岳N丁目的冒⑬霞聞A剛⑱N e　田匿N了AL AND MED寒cÅL HIS丁ORIES
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