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About your child

Patient’s  Name__________________________________Birthdate_____________SS No.______________________

Preferred Name_______________________

Male or Female

Weight__________
Height_________

Siblings________________________________________________________________________________________

Responsible Party

Father/Male Caretaker’s Name____________________________Birthdate____________SSNo.__________________

Address_____________________________________________City_________________State_____Zip___________

Employer__________________________________________Occupation____________________________________

Home Phone____________________________Work Phone______________________________

Mother/Female Caretaker’s Name_________________________Birthdate____________SSNo.__________________

Address_____________________________________________City_________________State_____Zip___________

Employer__________________________________________Occupation____________________________________

Home Phone____________________________Work Phone______________________________

Dental Insurance Co. & Policy Holder_________________________________________________________________


Dental Insurance Membership Number_________________________________________________________

Patient’s Physician_____________________________________Referred By_________________________________

Medical Insurance Co. & Policy Holder________________________________________________________________

Dental History

Is this your child’s first dental visit?


Y N


Previous dentist___________________________________________________________________________

Date of last dental visit ____________________________________________________________________________

Any injuries to your child’s teeth or jaws? ______________________________________________________________

History of:


Breast feeding



Y N


Sleeping with a bottle


Y N


Thumb sucking/Finger sucking

Y N


Pacifier




Y N

Has your child had an unfavorable dental or medical experience?___________________________________________

How do you think your child will act toward the dentist?___________________________________________________

Has your child had recent dental pain?________________________________________________________________

How often does your child brush?____________________________________________________________________

Is tooth brushing supervised?


Y N


By whom?___________________________

Is dental floss used?



Y N

Does your child receive fluoride vitamins or drops?
Y N

Does your child drink well water?


Y N

Health History  Please answer all questions

Is your child presently under the care of a physician?……………………………………………
Yes No


If yes, for what reason______________________________________________________________________

Date of last physical examination____________________

Does your child have a history of health problems?………………………………………………
Yes No


If yes, please explain_______________________________________________________________________

Are antibiotics needed before dental work because of a heart murmur, heart defect, prosthesis, shunt or other medical reason?
……………………………………………………………………………………..….
Yes No

Is your child presently taking medications?………………………………………………….……
Yes No


If yes, what?_____________________________________________________________________________

Has your child ever been hospitalized or had surgery?……………………………………………..
Yes No


If yes, for what?___________________________________________________________________________

Is your child allergic to any medications?…………………………………………………………..
Yes No


If yes, to what?___________________________________________________________________________

Is your child allergic to latex?……………………………………………………………………….
Yes No

Has any member of your family, including your child, had a problem with general anesthetics?….
Yes No

Is it possible your child is pregnant?………………………………………………………….……
Yes No

Has your child ever been diagnosed with the following conditions?

Aids-HIV


Y N
Cleft Lip/Palate


Y N
Hepatitis/Liver Disease
Y N


Anemia


Y N
Congenital Heart Lesion

Y N
High Blood Pressure
Y N

Arthritis


Y N
Convulsions/Seizures

Y N
Hyperactivity/ADHD
Y N

Asthma


Y N
Developmental Delay

Y N
Kidney Disease

Y N

Autism


Y N
Diabetes



Y N
Leukemia

Y N

Bladder Conditions
Y N
Drug Addiction


Y N
Mental Disability

Y N

Blood Disease

Y N
Epilepsy



Y N
Mouth Sores

Y N

Blood Transfusion
Y N
Eye Problems


Y N
MRSA                           
Y N

Birth Defects

Y N
Fainting/Dizziness

Y N
Premature Birth

Y N

Bone/Joint Problems
Y N
Fever Blisters


Y N
Psychiatric Care

Y N

Brain Injury

Y N
Growth & Devel. Problems

Y N
Rheumatic Fever

Y N

Bruising easily

Y N
Heart Surgery


Y N
Sickle Cell Anemia
Y N

Cancer/Malignancies
Y N
Headaches


Y N
Syndrome

Y N

Cerebral Palsy

Y N
Hearing/Speech Impairments
Y N
Tuberculosis

Y N


Chemotherapy

Y N
Heart Murmur/Defect

Y N
Other_____________________

Child Abuse

Y N
Hemophilia


Y N

What is the purpose of this visit?_____________________________________________________________________

I give the doctors permission to use such measures as deemed necessary in their professional judgment to render a diagnosis for my child.  This would include an oral examination, radiographs (X-rays) and other diagnostic aids.  I have given an accurate report of my child’s physical and mental health history.  I have also reported any prior allergic or unusual reactions to drugs, anesthetics, blood and body diseases or any other condition related to by child’s health and any other physical conditions.  I request and permit Dr. Grandgenett and certified staff to perform any dental treatment as explained to me in the dental treatment plan to include any procedures that may be indicated as treatment progresses.





Signature



Relationship to Child

Date

DDS Signature

X_____________________________
_______________________
____________
________________
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