[image: image1.emf]
CHILD MEDICAL HISTORY

NAME: ________________________________________AGE: __________________DOB: ________

SCHOOL: ____________________________________________ GRADE: ______________________

HAS YOUR CHILD EVER HAD ANY OF THE FOLLOWING MEDICAL PROBLEMS?

Y     N
ABNORMAL BLEEDING


Y     N
DIABETES

Y     N
ADD / ADHD



Y      N
HANDICAPS / DISABILITIES

Y     N
ALLERGIES TO ANY DRUGS


Y     N
HEARING IMPAIRMENT

Y     N
ALLERGIC TO LATEX / METALS

Y     N
HEART MURMUR

Y     N
ALLERGIC TO PLASTIC


Y     N
HEMOPHILIA

Y     N
ANY HOSPITAL STAYS


Y     N
HEPATITIS

Y     N
ANY OPERATIONS



Y     N
HIV+ / AIDS

Y     N
ARTIFICIAL BONES / JOINTS / VALVES

Y     N
KIDNEY PROBLEMS

Y     N
ASTHMA




Y     N
LIVER PROBLEMS

Y     N
CANCER




Y     N
LUPUS

Y     N 
CONGENITAL HEART DEFECT

Y     N
RHEUMATIC / SCARLET FEVER

Y     N
CONVULSIONS / EPILEPSY


Y     N
SICKLE CELL DISEASE / TRAITS







Y     N
TUBERCULOSIS (TB)

ANY OTHER MEDICAL CONCERNS WE SHOULD BE AWARE OF? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

CHILD’S PHYSICIAN: _____________________________________________________________LAST VISIT________________


DOES YOUR CHILD NEED TO BE PREMEDICATED BEFORE DENTAL APPOINTMENTS?  _________YES   ________NO

HAVE TONSILS AND ADENOIDS BEEN REMOVED?  TONSILS _________YES         ADENOIDS _______YES

LIST ANY MEDICATIONS NOW BEING TAKEN.  GIVE REASONS FOR MEDICATION ________________________________________________________________________________________________________________________________

LIST ANY ALLERGIES OR DRUG SENSITIVITY: ___________________________________________________________________________________

HAS PATIENT REACHED PUBERTY?     GIRLS – HAS SHE STARTED MENSTRUATING               _____YES     _____NO





BOYS - HAS HIS VOICE CHANGED

        _____ YES     _____NO

DENTAL HISTORY

LIST REASON FOR TODAY’S   CONSULTATION____________________________________________________________________________________ 

HAS PATIENT HAD A PRIOR ORTHODONTIC CONSULTATION?



_____YES _____NO

HAS PATIENT HAD PRIOR ORTHODONTIC TREATMENT?




_____YES _____NO

HAS THERE BEEN ANY INJURIES TO THE FACE, MOUTH OR TEETH?


_____YES _____NO

HAS PATIENT HAD ANY MOUTH OR JAW PAIN?

                                          

_____YES _____NO

HAS PATIENT HAD ANY JAW LOCKING OR POPPING OF JAW JOINT?


_____YES _____NO

HAS THE PATIENT EVER SUCKED A THUMB OR FINGERS?  UNTIL WHAT AGE: ______________     _____YES _____NO

DOES THE PATIENT HAVE ANY SPEECH PROBLEMS?




_____YES _____NO

IS THE PATIENT A MOUTH BREATHER?  WHILE AWAKE _____YES _____NO     WHILE ASLEEP      _____YES _____NO

HAVE YOU BEEN INFORMED OF ANY MISSING OR EXTRA PERMANENT TEETH?

_____YES _____NO

HAS EITHER PARENT HAD ORTHODONTIC TREATMENT?




_____YES _____NO

IS THERE ANY OTHER INFORMATION THAT YOU THINK WE SHOULD KNOW? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

THE INFORMATION THAT I HAVE GIVEN IS CORRECT TO THE BEST OF MY KNOWLEDGE. I UNDERSTAND IT IS MY RESPONSIBILITY TO CONTACT THIS OFFICE WITH ANY CHANGES IN MY CHILD’S MEDICAL/DENTAL STATUS. 

SIGNATURE OF PARENT OR GUARDIAN                                                                          TODAY’S DATE

NOTES:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
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Patient Information (Confidential)

Name
Date________________________
                                                                            First                                                 Middle                                                     Last
Address
City____________________________________State_____________Zip________

Cell #
Soc. security #___________________Birth date____________________Home phone_________________

Email


Check Appropriate Box   FORMCHECKBOX 
 Minor      FORMCHECKBOX 
 Single      FORMCHECKBOX 
Married      FORMCHECKBOX 
Divorced      FORMCHECKBOX 
Widowed      FORMCHECKBOX 
Separated

If college student, F.T./P.T., name of school
City______________________State_______

Patient’s or parent’s employer
Work phone__________________________

Business address
City________________________________State_____________________Zip________

Spouse or parent’s name
Employer____________________________Work phone__________________________

Whom may we thank for referring you


Person to contact in case of an emergency
Phone______________________________
Responsible Party

Name of person responsible for this account
Relationship to patient______________________

Address
Home Phone_____________________________

Driver’s license #
Birth date__________________Soc. security #____________________________

Employer
Work phone______________________________

Is this person currently a patient in our office     FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
Insurance Information

Name of insured
Relationship to patient_______________________

Birth date
Soc. security #____________________________Date employed______________________

Name of employer
Union or local #____________________________Work phone________________________

Employer address
City______________________________State_______________Zip____________

Insurance co.
Tel. #_____________________Grp. #____________Policy/I.D. #_______________

Ins. co. address
City______________________________State_______________Zip____________

Do you have any additional insurance      FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No          If yes, complete the following:

Name of insured
Relationship to patient_______________________

Birth date
Soc. security #____________________________Date employed______________________

Name of employer
Union or local #____________________________Work phone________________________

Employer address
City______________________________State_______________Zip____________

Insurance co.
Tel. #_____________________Grp. #____________Policy/I.D. #_______________

Ins. co. address
City______________________________State_______________Zip____________

X_________________________________________________________                                                 

Signature of patient or guardian/parent if minor
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