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1 e o

DATE
NAME e
BIRTH DATE
MEDICAL HISTORY - CHILD
PHYSICIAN'S NAME
Is your child taking any medication now? Yes O No O
For what purpose? N .
Has your child ever been treated for:
Heartdisease .......................... Yes 0 No O Heartmurmur ................... R Yes O No O
BHAUMBNCIONEE. - nmansmssws Yes O NoO JaundiCe ... ..ooviii it it e Yes O No O
Abnormal blood pressure............... Yes O No O Asthmaorhayfever .................... Yes O No O
L T T . Yes O No O SRRIB UWOUIIE . .o as s araass Yes O No O
Tuberculosis or lung disease............ Yes O No O RO s e e e R R R Yes O No O
DRABEREE . i R R R Yes OO0 No O HODBHNE v TR S s T Yes O No O
EDRBDEN. . . oo i s bR s e 5 Yes 0 No O RIS v iisnraims i i e e Yes O No O
BRIVEIAVNREN 5 s s e A Yes O No O SEONE: i cninis e R R R N5 Yes 0 No O
Congenital heart condition.............. Yes O No O BIECOME . i insviinnaiviiavssmi s Yes O No O
Has your child ever been treated (other than diagnostic) With X-ray? ........ccovriiiiirennernnnenness Yes O No O
Allergies: Penicillin O Codeine [ Local injected anesthetics O Other medications [
Is your child subject to prolonged bleeding or BruisSing? . ....ooviiitiirrtnete e ersnneserenennnnnnnns Yes O No O
Does your child have excessive urination and/or thirst? . ......ccoviiiiiiiiiiiiietetenesnnsnsannsnnss Yes O No O
Has your child been hospitalized?......................... Yes O No O If so, for what:
dthar phyeical congtiones . i
DENTAL HEALTH
Reason for visit:
IS INE YORr CHES IOt VIBH 10 8 OB - i i e e s S R R S R R R e Yes O No O
When was your child’'s last dental visit? :
Has your child ever had a problem associated with previous dental treatment? ..................... Yes 0 No [
If so, explain:
Have pit and fissure sealants been placed on any teeth? ...... e e e e Yes O No O
Has your child had an orthodontic CONSUALION? ... ottt ettt ettt eee e aeeaanns Yes O No O

Parent’'s Signature




