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CHILD'S INFORMATION AND HEALTH HISTORY 

INITIAL EXAM DATE ___------- ­

DATE OF BIRTH ________CHILD'S NAME 
(NICKNAME IF ANY) 

CHILO'S PHONE ________CHILD'S ADDRESS 

HOBBIES, SPORTS AND INTERESTS 

PERSON RESPONSIBLE FOR THIS ACCOUNT RESIDENCE PHONE 

RESIDENCE ADDRESS 

_ _ _ ________ ________ __ BUSINESS PHONE EMPLOYED BY 


BUSINESS ADDRESS S.S. # _----__ 


DENTAl!.. INSURANCE PLAN (IF ANY) REFFERED BY 

DENTAL HISTORY 

CHIEF ORAL COMPLAINT 

DATE OF LAST DENTAL EXAM _~=~ ANY PREVIOUS UNFAVORABLE DENTAL EXPERIENCE. 0 YES 0 NO 

EXPLAIN 

DOES lHE CHILD HAVE OR USE ANY OF THE FOLLOWING - INDICATE WITH A ./ 


Traumatic injury to mouth or teeth B.ad breath Texture of toothbrush 


Teeth sensitive 10 cold. haal, sweets. or pressure Comptications irom ext.ractlons Frequency of brushing 


Bleeding gums. How long? Topical Fluoride Treatment Dental FloS!! 


FOOd Impaction Orthodontic treatment Disclosing tablets or solutions 

Clenching or grinding of teeth Mouth brealhing Fluoride supplements 

Swelling or lumps in moulh Oral habits; thumb suc~ing. Between meat snacks 
- fingemail biting, cheek biting, etc. - Well balanced dietPain around ear 

MEDICAL HISTORY 

PHYSICIAN'S NAME __________ DATE OF LAST PHYSICAL EXAM _____ CHILD'S AGE 

DOES, THE CHILD HAVE OR HAS THE CHILD HAD ANY OF THE FOLLOWING - INDICATE WITH A ./ 


Allergy 10 Penici llin Hay fever or allergies in general Sinus Problems 


Allergies to other drogs Diabetes Physical or mentAlihandicap 

Allergies to anesthetics Kidney problems Thyroid disorders 

Any heart aliments liver problems or hepatitiS Eye disorders 

Radialion Treatments Malignancies or Leukemia Tonsililis 

Excessive bleeding from cut or extractions Psychiatric carefemotional problems Ulcer or colitis 

Anemia or blood problems Rheumatic fever Extreme nervousness or apprehension 

Asthma Immune System Disorders '.... OS. HIV. AAct Other 

Describe any current medicallrealmenl including drugs taken. even though not listed above 

APPOINTM ENTS: A minimum charge wi~ be made for faled or cancelled appoin:ment without prior notification of 24 hoors. This lee coyers only a portion of the 
overhead such as salaries, eleclric. heal, etc .. Which siitt has to be paid Whether yoo are present or not Once an appointment is made, please remell't:l6"ltlsli'ne 
has been roserved for Ihe patient. 

INSURANCE: To ayold misunderstanding regardlng denial Insurance. we wish tho persons responsible to know that all professional services rendered ate 
charged directly lQ lhem and that they are· responsible lor payment of fees. We will prepare necessary foons or reportS to help \he persons responsltlle to obtain 
benefilS from insurance companies. upon receipt 01 full (or partial) payment of bill. We do nOI render our selVlces on ltie basls tllat Insuranco cornparilsv.tl»/aI 
of our fees. Each fee is individual fro the Individual patient. 

SIGNATURE DATE 
----------~AA~M~w~OR~&~AAb~AAn---------- --------­


