JUHNSUN PEDIATRIE DENTISTRY CHILD HEALTH / DENTAL HISTORY FORM

PATIENT'S NAME NICKNAME ‘ DATE OF BIRTH

PARENT'S / GUARDIAN'S NAME RELATIONSHIP TO PATIENT

ADDRESS

PHONE ‘ GENDER O MALE (O FEMALE
Have you (the patient/guardian) or the patient had any of the following diseases 0r ProBlemMS?. ..., O Yes O NO
1) Active Tuberculosis 2) Persistent cough greater than a three-week duration 3) Cough that produces blood

IF YOU ANSWER YES TO ANY OF THE THREE ITEMS ABOVE, PLEASE STOP AND RETURN THIS FORM TO THE RECEPTIONIST.
Has the patient had any history of, or conditions related to, any of the following:

O Anemia O Cancer O Epilepsy O  HIV+AIDS O Mononucleosis O  Thyroid

O  Arthritis O Cerebral Palsy O Fainting O Immunizations O  Mumps O Tobacco/Drug Use
O Asthma O Kidney O  GrowthProblems O  Chicken Pox O Tuberculosis O Bladder

O  Chronic Sinusitis O  Hearing O  Liver O LatexAllergy O Rheumatic Fever O Diabetes

O  Seizures O  Venereal Disease O Measles O EarAches O Bleeding Disorders O Hepatitis

O Sickle Cell O Heart O  Pregnancy (teens) O Bones/Joints O Other

Please list the name and phone number of the child's physician:

PHYSICIAN NAME PHONE

CHILD'S HISTORY

1. Is the child taking any prescription and/or over the counter medications or vitamin supplements at this time? ... O Yes O NO
If yes, please list:

2. Is the child allergic to any medications, i.e. penicillin, antibiotics, 0r Other ArUgS? ... O YEs O No
If yes, please explain:

3. Is the child allergic to anything else, SUCh S CEMtAIN FOOUS? ... O Y& O NO
If yes, please explain:

4. How would you describe the child's eating hahits?

5. Has the Child @VEr DA @ SEIOUS ILLNESS? .....irrrrvissssisiisissisissssssssssssssssssssssssssssss 8855551011118 O YEs O NO
If yes, when and please describe;

B. Has the child eVer DEEN NOSPITALIZEAT ... O YES O NO
7. Does the child have @ history 0f @aNy OthEr ILLNESSES? ... O Yes O NoO
If yes, please explain:

8. Has the child ever received @ GENEral @NESTNETIC? ... O Yess O NoO
9. Does the child have any inherited problems? ..... . O YES O No
10. Does the child have any SPEECH QIFfICULTIES? ... sssssssssssssssssssssss s sssssssssssssssssss 8888818100 O Yes O NO
11. Has the child ever had @ BloOT trANSTUSION? .o.cuuiieererrrrsiimieeresrsssssssimsessssessssssssssssssssessssssssssssssssssssssssssss s 5818 sssss s O YES O NO
12. Is the child physically, mentally, or emotionally impaired? . O Yes O No
13. Does the child experience excessive BLEEAING WHEN CUL? i sssssssssssssssssssssssssssssssssssssssssssssssssssssssssnees O Yes O NO
14. Is the child currently being treated fOr @NY ILLNESSES? .. O YeSs O NO
15. Is this the child's first visit to the dentist? If not the first visit, what was the date of the last dentist VISit? ... O Yes O NO
16. Has the child had any problem with dental treatment in the PAST? .. O YEs O NO
17. Has the child ever had dental radiographs (x-rays) eXpose? .............. . O Yes O NoO
18. Has the child ever suffered any injuries to the mouth, head, Or tEETN? ... s O Yes O NO
19. Has the child had any problems with the eruption or Shedding 0f tEETN? ... s O YeSs O NO
20. Has the child had any 0rthodoNTIC trEATMENT? ...t O Yes O NoO
21. What type of water does your child drink? O CITY WATER O WELL WATER O BOTTLED WATER O FILTERED WATER

22. Does your child take fLUOKIOE SUPPLEMENTS? ...ttt O Yes O NoO
23, 1S FLUOTIOE TOOTNPASTE USEUT wovvtvreireeesssssviossissssss s ssssssssssssssssssss s sssssss s RSR S ss b nn O YES O NO
24, How many times are the child's teeth brushed per day? When are they brushed?

25. Does the child suck his/her thumb, fINGErS, OF PACITIEI? i s O YEs O NO
26. At what age did the child stop bottle feeding? Age ___ Breast Feeding? Age

27. Does the child participate in active reCreational ACTIVITIES? ... s O Yes O NO

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my
satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions
that I may have made in the completion of this form.

PARENT'’S / GUARDIAN'S SIGNATURE DATE
FOR OFFICE USE ONLY O MEDICAL ALERT O  PREMEDICATION O ALLERGIES O ANESTHESIA
COMMENTS

REVIEWED BY Date




