THOMAS C. SILVER, D.M.D., M.S., P.A.

SPECIALIST IN DENTISTRY FOR CHILDREN AND YOUNG ADULTS
PERSONAL HISTORY AND GENERAL INFORMATION

Patient Name: ______________________________________
Nickname: _______________________  Sex:    (   ) M    (   ) F

Birth Date: ________________________________________ 
Present Weight: ___________________  Age: _____________

Mother’s Name: ____________________________________
Father’s Name: ______________________________________

Mother’s SS #: _____________-________-______________
Father’s SS #: _____________-________-_________________

Home Address: ________________________________________________________________________________________

City: _____________________________________________
State: ___________   Zip Code: _________________________

Home Phone:__(_____)______________________________
Cell Phone:___(_____)________________________________

Mother’s Employer:_________________________________ 
Work Phone:__(_____)________________________________

Father’s Employer:__________________________________
Work Phone:__(_____)________________________________

Preferred method of contact: (  ) E-mail ____________________________ or (  ) Cell/ Home phone#: ___________________

Whom may we thank for referring you?______________________________________________________________________

Please help us better understand your child by completing this form accurately. This information is

 necessary to make your child’s treatment as safe and pleasant as possible.
SOCIAL HISTORY

Does your child have problems with any of the following?    (   ) speech    (   ) hearing    (   ) vision    (   ) sleep    (   ) snoring

Do you consider your child to be:       (   ) advanced in learning         (   ) progressing normally         (   ) slow learner

Child’s school: __________________________________________________
Current grade in school: _________________ Child’s first language: ___________________ Other languages spoken: ________________ Is your child adopted? _________

Names and ages of brothers and sisters: _____________________________________________________________________

DENTAL HISTORY
Why is your child here today? _____________________________________________________________________________

Has your child been to the dentist before? ______________ 
If yes, when? ________________________________________

Has your child had dental x-rays before?   ______________
If yes, when? ________________________________________

Does or did your child have any oral habits such as thumb sucking, tongue thrust, etc.?            (   ) Yes          (   ) No

If yes, please describe: ______________________________ 
At what age was it stopped? ____________________________

Does/did your child receive fluoride in any form? ________
Please describe: ______________________________________

My child was:     (   ) bottle fed     (   ) breast fed            At what age was it stopped? __________________________________

Are you happy with the appearance of your child’s teeth?         (   ) Yes      (   ) No

Child’s personality:       (   ) friendly       (   ) happy       (   ) anxious       (   ) timid       (   ) afraid       (   ) resistant

Has your child ever worn retainers or other oral appliances?     (   ) Yes      (   ) No

Has your child ever required the use of nitrous oxide (laughing gas)?   (   ) Yes    (   ) No  If yes, was response favorable?_____

Has your child ever had jaw (TMJ) problems?   (   ) Yes   (   ) No        Pain and/or popping when chewing?    (   ) Yes    (   ) No

MEDICAL HISTORY
Physician’s Name: ______________________________________________________________________________________

Date and reason for last visit to physician: ___________________________________________________________________

Were there any problems at birth?   (   ) Yes   (   ) No    If yes, please describe:_______________________________________

Is your child in good general health?   (   ) Yes   (   ) No      Are your child’s immunizations up to date?     (   ) Yes    (   ) No

Is your child taking medication now?   (   ) Yes   (   ) No     If yes, please list medications being taken:____________________

______________________________________________________________________________________________________

