	PEDODONTIC PATIENT INFORMATION

PATIENT HISTORY RECORD








    Date__________________

Child’s Name_________________________________________________________________________________[] Male   [] Female



Last



First


Middle Initial

Age______________Patient’s Birthday________________Reason for this Visit_______________________________________________________

MEDICAL HISTORY (Please circle ‘Y’ or “Yes”, ‘N’ or “No”- answer all conditions):

Child’s Physician________________________________Telephone(________)________________________Date last saw_____________________

1.     Is Your Child presently under the care of a physician for any medical problem or condition?.............................................................Yes           No

        For What?___________________________________________________________________________________________________________

2.     Is your child currently taking any medication………………………………………………………………………………………....Yes          No

        For What?__________________________________________________________________________________________________________
3.     Has your child ever been hospitalized or had surgey…………………………………………………………………………..………..Yes         No

        For What?_____________________________________________________When?________________________________________________

4.     Is your child emotionally disturbed, handicapped, or have any learning disabilities……………………………………………....……Yes         No

5.     Is there any other medical history or problem you feel should be brought to the doctor’s attention…………………………….…...…Yes         No

        If so, what?__________________________________________________________________________________________________________

DENTAL HISTORY

1.     Is this your child’s first dental visit…………………………………………………………………………………………….……...….Yes       No

        Previous Dentist ________________________________Telephone(_________)______________________Date of last visit_______________

        Why are you changing dentist?__________________________________________________________________________________________

2.     Has your child had an unfavorable experience in a previous dental (or medical) office…………………………………………………Yes       No

3.     Have there been any injuries to your child’s teeth or jaws-blows, falls, chips, etc……………………………………………………….Yes       No

4.     Does your child receive fluoride vitamins, tablets,water,etc……………………………………………………………...………….……Yes      No

5.     Has your child been seen by an orthodontist.................................................................................................................................................Yes     No

FAMILY RECORD

Residence Address________________________________________________________________Residence Ph(_________)___________________



   Street



City


Zip

Father’s full name_____________________________________________Date of birth______________________SSN________________________

     Address (if different)_________________________________________________________________Cell(_________)_____________________

                                      Street


City 


Zip

     Occupation_____________________________________________________Employed By____________________________________________

     Business Address_____________________________________________________Bus Phone(__________)______________________________

                                  Street

City


Zip

Mother’s Full name____________________________________________Date of birth______________________SSN________________________

     Address (if different)_________________________________________________________________Cell(________)______________________

                                      Street


City 


Zip

     Occupation_____________________________________________________Employed By____________________________________________

     Business Address_________________________________________________Bus Phone(______)__________________________

Has any member of your family been a patient in this office before………………………………………………………………..………Yes          No

      If yes, name___________________________________________________________________________________________________________

Whom may we thank for referring you?_____________________________________________________________________________________

AUTHORIZATION AND FINANCIAL RESPONSIBILITY

1.     Is your child covered by a dental insurance plan………………………………………………………………………………….……..Yes         No

        Name of Insurance Company_________________________________________________Telephone(_______)__________________________

        Insured Person’s Name_______________________________________Date of birth___________________SSN_________________________

        Name of group dental plan____________________________Group #________________________Name of union_______________________

Is your child eligible for state/county/government aid…………..Yes     No      ID#_________________________________________________

All emergency dental services, or any dental service performed without prior financial arrangements, must be paid for in cash at the time services are performed.  I understand that dental services furnished to my child are charged directly to me and and that I am responsible for payment of all dental services.  If I carry insurance, I understand that this office will help prepare my insurance forms to assist in making collections from insurance companies and will credit such collections to my childs account.  However, this dental office cannot render services on the assumption that charges will be paid by an insurance company.  In consideration of the professional services rendered to my child, or at my request by the doctor and or his staff , I agree to pay, there of, the reasonable value of said services to said doctor, or his assignee, at the time said services are rendered, or within (5) days of billing if credit shall be extended.  If  my child’s account becomes delinquent and if referred to an attorney or collection agency for collections, I agree to pay 35% attorney or collection fee on the unpaid balance.  I have read the above statement and conditions of treatment and agree to their           content__________________________________________________________________Date_______________________________



Signature of parent/guardian


HEALTH QUESTIONNAIRE

Patient Name ___________________________________

Date__________________

Directions

Please circle the appropriate answer to the questions and fill in the blanks completely.  Answers to the following are for our records and will be considered confidential.

1.  Is your child in good health……………….…    Yes  No

    *Has there been any change

       In your child’s general health…………..…..     Yes  No

2.  Your child’s last physical examination was on ________

3.  Is he/she now under the care 

     of a physician………………………………...    Yes  No

     *If so, what is the condition being treated____________

      _____________________________________________

4.  The name and address of their physician_____________

      _____________________________________________

5.  Has he/she had a serious illness or 

     operation ……………………....................…     Yes  No

    *If so, what was the illness or operation______________

        ____________________________________________

6.  Has he/she ever been hospitalized or had a

    serious illness w/in the last 5 years…………….. Yes  No

7.  Does he/she have any blood disorder 

     such as anemia…………………………….        Yes  No

8.  Has he/she  had surgery or x-ray treatment 

     for a tumor, growth or other condition of

     your mouth or lips…………………………..      Yes  No

9.  Is your child taking any drugs or 

       medications…………………………….….      Yes  No

       *If so, what__________________________________

        ___________________________________________

10.  Is your child taking any of the following:

       *Antibiotics or sulfa drugs………………..      Yes  No

       *Cortisone(steroids)…………………….…      Yes  No

       *Tranquilizers………………………….…       Yes  No

       *Aspirin………………………………….        Yes  No

       *Insulin, tolbutamide(orinase)………….....      Yes  No

       *Digitalis or drugs for heart trouble………….  Yes  No

11.  Does your child have a heart murmur ….….     Yes  No

12.  Does your child have or have had any of the    

       following diseases or problems:

       *Rheumatic fever or disease…………………   Yes  No

       *Congenital Heart lesions…………………....   Yes  No

       *Cardiovascular disease(heart trouble heart

         attack, coronary occlusion, high blood

         pressure, arteriosclerosis……… …………..    Yes  No

       *Does  your child get short of breath when he/she 

         lies down………………..………………….   Yes  No

       *Allergies………………………………….      Yes  No

       *Asthma or hay fever…………….  …………. Yes  No

       *Hives or skin rash…………………………..   Yes  No

       *Fainting spells or seizures……   …………..   Yes  No

       *Diabetes…………………………………….   Yes  No

       *Hepatitis, jaundice, liver disease…………..    Yes  No

       *Kidney Trouble…………………………….   Yes  No

*Tuberculosis……………………………….    Yes  No

 *AIDS or HIV+…………………………….     Yes  No

       *Other________________________________________           

13.  Is your child  allergic to any of the following:

       *Local Anesthetic………………... …………. Yes  No

       *Penicillin or antibiotics…………………….   Yes  No

       *Barbiturates, sedatives, or sleeping

         pills…………………………………………. Yes  No

       *Sulfa Drugs……………………... …………. Yes  No

       *Aspirin………………………….. …………. Yes  No

       *Iodine……………………………………….. Yes  No

       *Latex…………………………… ………….  Yes  No

       *Other_______________________________________

14.  Has your child had any serious trouble associated   

       with dental treatment……………. ………….. Yes  No

       If so, explain__________________________________

15.  I s your child pregnant or could be…………..  Yes  No

       If so, when is he/she due_________________________

I certify to the best of my knowledge that the above information is correct and that if there are any changes in the above, I agree to notify my dentist before my child’s next visit.

Parent/Guardian Signature:

______________________________________Date____________

Doctor_______________________________  Date____________
6 Month Medical History Update
Has your child seen a medical doctor since their last visit?

[] Y  [] N

Has your child had a change in medication since their last visit?  []Y   []N
Has your child had a change in their medical condition or had surgery?  []Y    []N

Please note any changes below__________________________
__________________________________________________

__________________________________________________

Parent/guardian signature_____________________________

Date__________________

Reviewed by_____________________ date______________

