Patients Name

Date of Birth

PEDIATRIC DENTISTRY
MEDICAL HISTORY FORM

DIRECTIONS: Piease circle appropriate answers and fill in the blanks.
If you don’t know an answer circle “(?)".
Please complete the front and the back.

MEDICAL HISTORY

Does the patient have any history of the following?
Heart problIamS OIS . ot o ries e s sm i oAt s st revae i s YESE *NO ()
Bleeding or clotting problem ............ccovmieiiii s ¥ES NG (?)
Sickleicellanemiaiontral b s YES NO (?)
Glattliponpalate = e e e YES NO (?)
Birth defects or genetic diSOrders ..........cccvimiiiieiicnennisc s YES+ NGO (?)
E Rl PSVIOrR S eIzl e S YES! “:NO- = (?)
Pevelopmentalidisabilitios e YES NO (?)
G OWI PrOBl B IS e YES NO (?)
Cerebral Palsyi- e e YES NG (?)
IS e YES NO (?)
Eanorhealingiprebloms . oo 0 = o e YES: NG - {?)
Speach BIReOles - YES = NO — (2)
Attention Deficit Disorder/Hyperactivity Disorder .

and/or Obsessive COMPUISIVE DISOTE ..........cocuieriuricinrscnceninieisnnns YES NO ?)

VISION PrODIBMIS -, cisiieensssressssasssossssssinnerssnsss sosmassmusiasatinnsvis seessisangssanenss YES - NO . (7)
Asthma opWheezZIng 2 . s s e e g YES NO (?)
Allergies (hay fever, latex sensitivity, 81C)......c.ccccevvmrerreciiicenionessinnscnines YES . NO (?)
Hepatitis Or iVer diBBASE .........ccc.ccicniierssimesssisasisstasassissassssanssesasssisns YESE  NO (?)
DA OteS S e L e e S e e e e YES! NO@ (D)
(B S e S R R S SR e e e LA PRI YES: =NOL - (7)
ML = e e e e e A oy P TR YES EENORS(7)
e e L e e e e e A e S e S s o o CR R YES:- WNO= <i(2)
Bone OF oI PO em S . e i a e YES NO (?)
Smoking or use of snuff or smokeless tobacco..........cccevveereicierecinnnnes YES NO (?)
O A ) S e YES = NO (2
Other medical problems (SPECIY) .......cccerereiriimiicsnciessnininsisincasesssssinnns NESTRENC) (?)

Name of patient’s physician Date of last visit
Address Phone Number

Is the patient currently under the care of a physician?...........c.cviviinieninnenen. NESESENEE = (2)
If yes, for what condition?

Is the patient currently taking any medications?...........cccccoviviiiiriiniiiccnnene YES: NGO (?)
If yes, list
for what condition

Has the patient had any allergic or
unfavorable reactions to any medications? ..........cccceeeeeeeieeeieeesnceseneen. YES NO (?)
To what Reaction

Has the patient had any SUIgeries .......c..ccceieiniiieemircceisenssninsisissssnsesssesneas YES NO (?)
Nature Date

CONTINUE ON OTHER SIDE
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Patients Name

Dentist’s remarks and summary:

Date of Birth

Are the patients’ immunizations up-to-date?...........ccccceeeivinciiiiiiinnnnnnn. YES NO (?)

Is there any additional medical
information about the patient not reported ADBNE A e S e YES NO (?)
If yes, describe

DENTAL HISTORY

Why is the patient seeking dental care
Is this the patient's first visit to the dentist..................c.cceiniin, YESSSNG (?)
If no, give date of last visit

Has the patient had any of the following dental problems?
Injunesitotheimauthierteeth . s YES NO (?)
R T2 o] L S s s S S e s B A YES NO (?)
Abscesses (UM DOIIS) ..t iveicr ioiinssrms covernscsbisavesdinsnnsisnsndonsnsaines YES “NO (?)
Ghor(Speeiy) S e N A B on il e TRl YES NO (?)

Does the patient have any of the following habits?
112 (U B s o e i Ao s e e oS Aot YES NO (?)
FingererthambsHekIRg -0 e L L e YES NO (7)
Feoiarinding or ClanCAG - o T T R A YES NO (?)
Mabth BreatRimg s s s R e e L o YES" NO (?)
Other (specify)

Does the patient receive fluoride tablets, drops or vitamins with fluoride?. YES NO (?)

At what age was bottle or breast feeding stopped?

Who is responsible for brushing the patient’s teeth?

SOCIAL AND BEHAVIORAL HISTORY

Do you think the patient will cooperate for dental treatment.................... YESERENG (?)

Has the patient had a bad or fearful dental or medical experience?..........YES NO (?)

Does the patient have any history of emotional or behavioral problems?...YES NO (?)
If yes, describe

" |s there any additional information we should Know?............cicieeveninennen. YES NO (?)

If yes, comment

To the best of my knowledge the above information is correct.

Signature of person completing form Date Relationship to patient
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