


' Why did you bring the child to the 

Has the child ever had a serious / difficult problem associated 

with previous dental work? Yes UNo 

Is the child's water fluoridated? 3 No 

Is the child taking fluoridated supplements? res I No 

Has the child ever had any pain I tenderness in his I her 

jaw ioint (TMI 1 TMD)? Yer I N o  

Does the child brush his / her teeth daily? H IN0 

Floss his / her teeth daily? . I N 0  

Child's Physician: 

Phone #: Date of Last Visit: - 

Is the child currently under the care of a physician?. Ye, No 

Please describe the child's current physical health: 

,Good .Fair .Poor 

I Please list all drugs that the child is cumntly kking: 

Please list all drugs/rnakrials lhat the child is allergic co: I =-*--- 

r Has h child ever had any of thr 

following medical probbms? 
Y N Abnormal Bleeding Y N Handicaps / Disabilities 
Y N Allergies to any Drugs Y N Hearing Impairment 
Y N Any Hospital Stays Y N Heart Murmur 

Y N Any Operations Y N Hemophilia 
Y N Asthma Y N Hepatitis 
Y N Cancer Y N HIV+ / AIDS 
Y N Congenital Heart Defect Y N Kidney / Liver Problems 
Y N Convulsions / Epilepsy Y N Rheumatic / Scarlet Fever 
Y N Diabetes Y N Tuberculosis (TB) 

~dacwronyrwburmrdkdprddwar~t lw &I- - 
Doer the child have any of the 

following haMh? 

I Y N Lip Sucking / Biting 

Y N Nail Biting 

Y N Nursing Bothe Habik 

Y N Thumb / Finger Sucking 

the strictest of confidence and it is my responsibility ' 
b i ~ h k o f k e a f a n y ~ i n m y d d d ' s m e d i c a l  Si o f F  . guc an Date 

I. 

~t time sen unl or arra 

DFFICE usa ONLY OFFICE USE ONLY OFFICE SE ONLY 

I verbally reviewed the medical / dental information a t  1~:: 

with the parent / guardian & patient named herein. 

Initials: Date: 

Doctor's Commenht 

FFlCE USE ONLY OFFICE USE < 
Medical History Update 

1. Date: Signature: 

Commenk: 

2. Date: Signature: 

Commenh: 
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