PATIENT NUMBER
PATIENT S NAME
Last First Initial Date of Birth
PARENT'S NAME
Last First Initlai
COMMENTS

CIRCLE THE APPROFPRIATE ANSWER
DENTAL HISTORY
1. Isthis the child's first visit Lo 8 dentist? ... e e YES NO
2. If not, how long since the last visit to the dentist?
3. Does the child eat between meals? __............ B SRS ES {[m]
4. Does the child eat sweets, such as candy, soda pop, chawlng gum'? P . YES HNO
5. Does the child eat well balanced meals? .............cocvemvniivmrsms s b YES HNO
6. Does child brush teeth upon a.rlsmg YES NO

when going to bad .. YES NO

right after eating meals .......................................... YES NO

after eating any food? ... i YES NO
7. Do youlive in an area wnhuul ﬁuondaled wa!er YES NO
B Have teeth been treated with fluorides? ... YES NO
8. Have any cavitias been noted in the pasr? ¥ e ke N ES MG NG
10. Were any teeth (baby or permanent) rEmwed bl_.r exlrautlun? s YES  NO

Was it suggested that the space be maintained? ..................... reenens . N EA T NG

A EE A P e B o e os Sombins i ov e chins e e me e et ona st ¥ES NO
11. Hawve there been any injuries 1o teeth, such as falls, blows, chips, etc.? .......... YES (y[@)

Ifso, describe
12. Has child had any unfavorable dental experiences? ..............ccrcevvvirenen,. TEG WO
13. How many children in your family?
14. Has anyone in the family, including parents, had orthodontics? ... ¥ES MO
15. Has child ever received a local anasthatic? .....ccccoveveecierrvrereesnrerrrssrer e ¥ B i (@]
16. Has child ever had occlusal 3ealants? ... s .. TES WO
MEDICAL HISTORY
1 L o L T T e MO
2. Is child under care of physucuan? WO

If yes, since when and why
3. MName of physician
4,  Has the child had any serious illNess? ..., TES NO

When Why
5. Has child had surgery? .......cco.ooeecvnivees ¥ES NO
6. s surgery contemplated? ¥ES NO
7. Is child subject to profuse bleeding? ....... ¥ES NOD
8 Is child subject to nervous disorders ....... ¥ES NO

F N e e e e e e ¥ES NO

dizziness? ... e e e sy =0 NGO
8,  Does the chulﬁ ha\ra allefgues? ............................................................................ ¥ES NO
10. Is the child allergic to penicillin, antibiotics or other drugs? ... weee YES  NO
11. Is child receiving any Madicatlon? ........cccccoominim s ¥YES NO

What?
12. Has child had history of: (Circle appropriate responses.} diabetes, heart trouble,

asthma, kidney Infection, rheumatic faver, toothache, ear Infection.
1 CEATIFY THAT THE ABOVE INFORMATION 15 COMPLETE AND ACCURATE.
PAHENT'S/GUARDIAN'S SIGNATURE DATE
DENTIST'S SIGNATURE DATE

ANEST. MED. ALERT

Farm Ma. 131CDM CHILD DENTAL MEDICAL HISTOHY




