
Patient Registration 

! 	
  Child’s	
  Name:	
  	
  	
  

! 	
  Child’s	
  Date	
  of	
  Birth:	
  	
  	
  

! 	
  Child’s	
  Address:	
  	
  

! 	
  Reason	
  for	
  Visit/Chief	
  Complaint:	
  	
  

Whom	
  may	
  we	
  thank	
  for	
  referring	
  you	
  to	
  our	
  office?	
  	
  

Nickname:	
  	
  



Medical History 

Although	
  dental	
  personnel	
  primarily	
  treat	
  the	
  area	
  in	
  and	
  around	
  your	
  mouth,	
  your	
  mouth	
  is	
  a	
  part	
  of	
  your	
  enDre	
  body.	
   	
  Health	
  problems	
  that	
  you	
  
may	
   have,	
   or	
  medicaDon	
   that	
   you	
  may	
   be	
   taking,	
   could	
   have	
   an	
   important	
   interrelaDonship	
  with	
   the	
   denDstry	
   you	
  will	
   receive.	
   	
   Thank	
   you	
   for	
  
answering	
  the	
  following	
  quesDons.	
  	
  

Is	
  your	
  child	
  under	
  a	
  physician’s	
  care	
  now?	
  
Has	
  your	
  child	
  ever	
  been	
  hospitalized	
  or	
  had	
  a	
  major	
  operaDon?	
  

Is	
  your	
  child	
  taking	
  any	
  medicaDons,	
  pills,	
  or	
  drugs?	
  
Is	
  your	
  child	
  taking	
  or	
  has	
  he	
  taken	
  Phen-­‐Fen	
  or	
  Redux?	
  

Is	
  your	
  child	
  on	
  a	
  special	
  diet?	
  

Is	
  your	
  child	
  allergic	
  to	
  any	
  of	
  the	
  following?	
  	
  
Aspirin	
  

Other	
  

Penicillin	
   Codeine	
   Acrylic	
   Metal	
   Latex	
   Local	
  AnestheDcs	
  

If	
  ‘other’,	
  please	
  explain:	
  

Yes	
  	
  	
  	
  	
  No	
  

Yes	
  	
  	
  	
  	
  No	
  

Yes	
  	
  	
  	
  	
  No	
  

Yes	
  	
  	
  	
  	
  No	
  
Yes	
  	
  	
  	
  	
  No	
  

Does	
  your	
  child	
  have,	
  or	
  has	
  had,	
  any	
  of	
  the	
  following?	
  

Any	
  other	
  not	
  listed	
  above?	
  	
  If	
  yes,	
  please	
  explain	
  

To	
  the	
  best	
  of	
  my	
  knowledge,	
  the	
  ques>ons	
  on	
  this	
  form	
  have	
  been	
  accurately	
  answered.	
  I	
  understand	
  that	
  providing	
  incorrect	
  
informa>on	
  ca	
  be	
  dangerous	
  to	
  my	
  child	
  ‘s	
  health.	
  	
  It	
  is	
  my	
  responsibility	
  to	
  inform	
  the	
  dental	
  office	
  of	
  any	
  changes	
  in	
  medical	
  status.	
  	
  

SIGNATURE	
  OF	
  PARENT	
  OR	
  GUARDIAN	
   DATE	
  

Has	
  your	
  child	
  ever	
  been	
  to	
  the	
  DenDst	
  before?	
  	
   Yes	
  	
  	
  	
  	
  	
  	
  	
  No	
  
Has	
  your	
  child	
  had	
  an	
  unfavorable	
  experience	
  at	
  another	
  office?	
  	
   Yes	
  	
  	
  	
  	
  	
  	
  	
  No	
  

If	
  yes,	
  please	
  explain:	
  	
  

Has	
  your	
  child	
  had	
  Nitrous	
  Oxide	
  before?	
  	
   Yes	
  	
  	
  	
  	
  	
  	
  	
  No	
  
How	
  do	
  you	
  think	
  your	
  child	
  will	
  act	
  toward	
  the	
  denDst?	
  

How	
  do	
  you	
  think	
  your	
  child	
  will	
  act	
  toward	
  the	
  denDst?	
  

How	
  many	
  Dmes	
  	
  per	
  day	
  does	
  your	
  child	
  brush	
  his/her	
  teeth?	
   Is	
  dental	
  floss	
  used?	
  	
  

Is	
  fluoride	
  taken	
  in	
  any	
  form?	
  	
  (Water,	
  tablets,	
  etc)	
  	
   Yes	
  	
  	
  	
  	
  	
  	
  	
  No	
  
Does	
  your	
  child	
  have	
  a	
  history	
  of	
  finger	
  sucking 	
  lip	
  sucking 	
  	
  Nail	
  biDng 	
  pacifier 	
  Bo[le?	
  

How	
  old	
  was	
  your	
  child	
  when	
  he/she	
  disconDnued	
  bo[le	
  use	
  or	
  nursing?	
  	
  


