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“\ t c 5 Has the child experienced the following medical problems?
N Abnormal Bleeding N Hearing Impairment

ADDIADHD ¢ N Heart Murmur
| Has your child ever been evaluated or had orthodontic treatment before? N AIDS/HIV+ N Hemophilia
: | | Any Hospital Stays/Operations N Hepatitis
BN Have there been any injuries to the face, mouth, teeth or chin? [ Yes [ N N Artificial Bones/Joints/Valves r N Kidney Froblems
Does the child require antibiotics before dental treatment? 0 O N ¥ ABHIma N Liver Problems
: N Cancer 7 N Mitral Valve Prolapse
Have adenoids or tonsils been removed? J G ow o R = ; P
_ _ _ | Congenital Heart Defect N Prosthetics
Does your child have any missing or extra permanent teeth? | Yes L] N N ~ \ i
v ¢ 2 f | Convulsions ¥ N Rheumatic Fever
Has the child ever had any pain/tenderness in his/her N Diabetes N Scarlet Fever
jaw joint (TMJ/TMD)? ] N R ; N el Pl B o
Jaw joint: (TM.) ) | Epllepsy N Sickle Cell DiseaselTraits
Does the child brush his/her teeth daily? Ll Yes Lt N Handicaps/Disabilities N Tuberculosis (TB)
1Y ! Has the child ever taken any diet pills such as Phen-Fen? [ Yes [ No
(Also known as Redux or Fondimin,) If so, when?
Are the child's immunizations current? O Yes [
Anything you would like to discuss with the Doctor in private? [ Yes [ No
Has puberty beaun? 1% b Please discuss any serious medical problems the child has had:

Has menstruation begun?

"

Please describe the child's current physical health:

Please list all drugs that the child is currently taking: Does/did the child have any of the following habits?

N  Breast Fed N Nursing Bottle Habits
N Clenching/Grinding Teeth N Speech Problems
i 2 F ¢ i S i Sucking/Biti N Thumt 1ger Sucki
Aside from items listed below, list all drugs/things your child is allergic to: Lip Sucking/Biting Thumb/Finger Sucking
N Mouth Breather N Tongue Thrust
N Nall Biting N Used Pacifier

any musical instruments played:

Latex N Nickel/Metals N Plastic
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nave verbally reviewed the medical/dental information above with the parent/guardian & patient named herein.

Dentist's Comments:

Has there been any change in

Farent/Guardian Signature Date

if Yes, please explain.

Pentist Sighature Date
Has there been any change in your child's health status since their last visit? P = — —
i 2 Farent/Guardian Signature Date
If Yes, please explain. :

Dentist Signature Date
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