DENTAL HISTORY OF CHILD OR TEENAGER

Patient Name (Nickname) Date of Birth
Is this an emergency visit: Yes __ No ___ Is this the first visit to a dentist: Yes __ No___ Male ___ Female ___
Name of former dentist City

Has any member of your family been a patient of this office or our other office before: Yes ___

Name(s)
Present dental problem as you see it (if any)
Has your child had any past bad dental experiences? Yes ___ No ___  Explain

No

Who may we thank for referring you to our office?
Emergency contact: Phone:

MEDICAL HISTORY OF CHILD OR TEENAGER

In the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered confidential.

B (57010 o7 a1 o T e To o o I g =Y Ui 1 o IS PSR YES
. Has there been any change in child’s general health within the past year........ccccco oo, YES

y
2
3. The last physical examination was on
4

. Is child now under the care of @ PRYSICIANT ......coeei i e e e e e e e e e e s nrenreeeeees YES

If so, what is the condition being treated?
5. The name and address of physician is

Phone:
6. Has child had any serious illNESS OF OPEIatiON? ........ccieieiiiiii e e e e e e e ee e e e e e e s e e e e e e nnaeeeeeeeeaeaeesesansnnnnnns YES
If so, what was the illness or operation?
7. Has child been hospitalized or had a serious illness within the past five (5) years ....ccccccoeeeeccciieieieeee s YES
If so, what was the problem?
LT R Yo 10 e o 1To =11 1Yo Tl o I = £ SRR YES
9. Has child had any of the following diseases or problems?
a. Rheumatic fever or rheumatic heart diSEaSE.........i i YES
D. Congenital NEArt IESIONS .....coo i e e s e e s r e e e s ne e e s ne e e snr e e e nneesanneeen YES
c. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion, high blood
O STSTST U= SRR YES
) T L= U A 0 0T 3T SR YES
2) Does child have pain in Chest UPON EXErtioN..........ccc i e e e s e e e e e e e e e e e snnnnnes YES
3) Is child ever short of breath after Mild EXErCISE..........cccuuuiiiiiiieie e e e e e e e e ennnenes YES
o TR Y 1= o PSR YES
LTS 1T TS {0 10 o = PR SRT YES
LN T g =T oY gl o F= Y (== SRR YES
o TR o TN T o T TR ] N = ] o USSR YES
h. Fainting SPEIIS OF SBIZUIES ..ottt r e et e e e e e e s e n e re e e eeeeeeeeeesa s nnnnrnnneeeaaaeeeaannn YES
LT I = o =T Y PP YES
1) Does child have to urinate (pass water) more than six times a day .......cccccceeeeeeee e YES
2) Is child thirsty mMUCh Of the tIMe ... e e e e e e e e e e e e e e e e eesesnannnes YES
3) Does your child’s mouth frequently beCOME Ary......... e e e e e e YES
j- Hepatitis, JauNdiCe OF IVEr QISEASE.....uuu e e e e e e e e e e e e e e e e e e ee e e e e e e e e e e e e aanan e eaeeeeeeaes YES
LSS {1 SRR YES
[. Inflammatory rheumatism (painful SWOIIEN JOINTS) .....cuiiiiieiiiiiii e e e e e e e YES
LTS (] = o o T ][ =Y TSR YES
T (4o [TV (o 1] o] =SSR YES
o T 18 oYY oo ] TSR YES
p. Is there a persistent cough or coughing Up Of DIOOM ....cccoiiiiiiiiiii e YES
(o T 0 XLV o (o T Yo I o £ == 1 | (- USRS YES
I VENEIEAI ISEASE. ... uiiiiiiiiiiiei ittt e ettt ettt e e et e e s s bt e e e e e e aaee e e s e s bee e e e e s seeeeeeaaseeeeseanseeee s e nnseeeeeennnteeeeeannenas YES
S. AULO IMIMUNE DISEASE .....ueeeieiiiiiiii ittt e e e et e e e e e e e e s e s e aeeeeeeeeeaaeesaaa e nnnsrreeeeeaeeeeesaaaannnnsnnneeeeeas YES
L 11 =Y PSRN YES
10. Has child had abnormal bleeding associated with previous extractions, surgery or trauma...........cccccceeeeeeennn. YES
a. D0oes your Child BrUISE ASIlY.....cccoeiiiiii e e e e e e e e e e e e e e e e e et e e e e e e e ee e an e aaeaeeeeeaaaaaaaaaeeenernnnns YES
b. Has child ever required a blood tranSfUSION.........ccoceiiiiiiieee e e e e e e e e e e s YES

If so, explain the circumstances
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11. Is there any blood disorder SUCH @S @NeMI@........ccueeeiiiiiiieeee e e s e e s e enne e e s YES NO

12. Has child had surgery or x-ray treatment for a tumor, growth, or other condition ............ccceeeeeeiiric e YES NO

13. Is child taking any drug OF MEAICINES .......iiiueeieiiiiiee e e e e s s e e e s s e e e e e s s annn e e e s eannne e e e aanneeeeean YES NO
If so, what

14. Has your child taken the diet drug Phen-FEN7 ........ et e s e s YES NO

15. Are any of the following drugs routinely used?
A. ANtIDIOTICS OF SUIFA AIUGS ...eeeieiiiieiee e e e e e e e e e s e e e s s e r e e e e s sann e e e e s aanrneeessanrneeesanne YES NO
b. Anticoagulants (DIOOA thINNEIS) .......iceiiiii e e e e e s e e e e e sb e e e s e snreeeeesnnseeas YES NO
c. Medicine for high DIOOA PrESSUIE .........ueeiiiiiieie e e s e e s s e e e s s ane e e e e s anrneeeennne YES NO
Lo @7 g 1 =ToT TSN 14T T £ ISR YES NO
T =T g o [UT1 2= = PR PSRRI YES NO
L A a1 IS =T 11 1= PSP PUPPPTP YES NO
o TR X o o PSPPI YES NO
h. Insulin, tolbutamide (Orinase) Or SIMIIAr ArUQ ......cceeeeei i e e srre e e e e saree e e e s srae e e e e nnees YES NO
i. Digitalis or drugs for heart troUbIE .........cooo i YES NO
R AT e T 7= g o PSPPSR YES NO
SO 1 = PSSR YES NO
T O 1 o= USSP RTO TR YES NO

16. Is there a history of allergic reaction in your child (or immediate family) to:
8. LOCAl @NESTNETICS ...t e e e oo e e e e e e e e e e e e e e e e e e e e rreee e e e e e e e e e aa e nnnneneeees YES NO
b. Penicillin or other antibDIOtiCS ...coooi i et e e e e e e e e s YES NO
Lo 10 = e (W o PP TRTTRR YES NO
d. Barbiturates, sedatives, or SIEEPING PIllS .......eeeiiiiiiiii e e YES NO
LT X1 o | o ISP PPPTPUT OO YES NO
LT (o Yo [ 1= SO UUPPPPT YES NO
. COdEINE OF OtNEI NAICOLICS ...eeiiuiieiiiie et e e e e e e s e e e s s se e e s se e e sne e e s anseesaneeeeanneeesnreeseanneesans YES NO
T O 1 =Y PR SRRP YES NO

17. Does child have any medical condition not listed abOVe...........cooiiiiiiiiii e YES NO
If so, explain

18. Does child have a SpecCial PrODIEM.......... i it e e e e e e e e e e et e e e e e e e e e e e nnnrneeeeeeeaaeeeanaan YES NO
Explain

I, consent to have Drs. Chiang, Morris, Murillo, Saisho, Hamilton, their Associates and Staff perform diagnostic dental procedures
including X-Rays, teeth cleaning, oral examination, and application of flouride on teeth. | understand that before any further care is
rendered, | will be so informed and consent obtained.

Date

Signature of Parent or Legal Guardian Parent or Legal Guardian Printed Name

FOR DENTISTS ONLY

PATIENT RESUME:

HOSPITALIZATIONS:

SURGERIES:

MEDICATIONS:

ALLERGIES:

MEDICAL ALERT:

AS.A. L IL LIV 0 MEDICAL CONSULT REQUESTED

Date

Signature of Dentist
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