American 1 CONFIDENTIAL
Association of

owse.  Medical Dental History Form
Wy L. My Srie. My Oodonts for Patients Under Age 18

PATIENT

Date -

Patient's last name. First name Middle initial
Prefers to be called Hobbies, actiities.

Bithdate ______ Sex [IMale (JFemale Social Securityi

School_____ Grade Emall address(es)

Home address City, State, Zip code

Home phone ( ) Cell phone ( )

PARENT/GUARDIAN

Custodial

Patient lves with (check ail that appy)  [IMother [JFather []Stepmother []Stepfather [)Grandparents) Clother

Tite: CIMr CJOr CJOther.

Occupation

Home phone (i aerent) ) - Cell phone ) Work phone ( ST S
Mothersfullname Tl OMrs CJMs CJ0r CJOther

Oceupation Email address

Home ) - Cell phone — Work phone ( AR R
DENTIST

Patient's Dentist Address, City, State

Last seen Reason Next appointment
Other dentists/dental specialists now being seen: Name City, State

Reason

GENERAL INFORMATION

teeth?

Describe any consultations.
Does your
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Brother/sister name g OYes ONo Ifyes, where?.
Brother/sister name s Oes ONo Ifyes, where?.
Brother/sister name age OYes ONo. Ifyes, where?.
Brother/sister name age___ OYes ONo Ifyes, where?.

FINANCIAL RESPONSIBILITY
‘account?

City,State, Zip.

Home phone ( ) o Celiphone )

Who wil

DENTAL INSURANCE

y Birth date.

Address and phone (f not lsted above)
Employer Address.
Insurance Group # #
Does this policy have orthodontic benefits? [1Yes CINo [JDon't Know

‘Social Securty #

Address and phone if
v Address

Insurance compar Group # D#

Does this policy have orthodontic benefits? [1ves (JNo ClDon'tknow

MEDICAL INSURANCE

Policy holder's full name
Insurance Company

PHYSICIAN

Patient's Physician
Last seen.

Other physicians/health care providers being seen now:

Name. City, State
Reason
Name City, State.
Reason

[ ——




MEDICAL HISTORY

Now or i the past, has your child had: healllled
Yes Mo DKUY O O O Local anesthetics (novocaine, idocaine, xylocaine)
O O O 8inh defects or heretary provems? 0 O O Latex @oves, batioons)
O O O Bone fractures or major inuries? O O O Aspiin
O 0 O Any njres to face, head, neck? O O O touprofen (Motin, Acv)
O O O Atitsorjoint problems? O O O Peniciin
O O O Cancer, tumor, radiaton treatment o chemotherapy? O O O other antvotics
OO O Endocrine or thyroid problems? O O O Metals Gewely, clothing snaps)
O O O diabetes orlow sugar? O O O seyios
O O O Kaney problems? O O O Plent pollens:
O O O inmune system proviems? O O O amais
O O O Hitor of osteoporosis? 00 0 fss
0000 conorhea, syphits, herpes, sexualy ransmitted diseases? [ [0 ) Othersubstances
O O O ADS or HV positve?
OO O Hepatis, jundice, o other Iver poblems? DENTAL HISTORY
0 0 O Polio, mononucleosis,tuberculosis, preumonia? Now or n the past, has your child had:
0 O O seizures, fainting spelts, neurologic provlems? a4 DU,
O O 0 Mental heattn disturbance or depression? 00 0 Enpting tetn very eoryor vy lae?
010 O History of eating disorder (anorexia, bulimia)? 3030 primary (o) teeth removed trat were not oose?
O O O Frequent headaches or migraines? 000 ermanent o exa (superumerany) teeth removea?
O O O High orlow blood pressure? O 0 O supemumerary (exta) o congenitaly missing teeth?
0 O O Excessive bleeding o bruising, anemia? 53030 cripped o injred pimary orpermant tost?
3001 chest pain,shortness of breatn tre easiy, swolkn ankies? 03 1 [ Ay sensitve orsore teetn?
0 O O Heart defects, heart ooo ngs
0 O O Angina, arterosclerosis, stroke or heart attack? 00 O saw fractures, cysts, inections?
00 O Skin disorder (other than common acney? OO D0 Ay teetn treated with root canals or pipotomies?
0O O poes your chikd eat a welkbalanced diet? 00 O Freauent canker sores or cod sores?
0 0 O Vision, hearing, or speech problems? 000 D0 History of spesch problems or spesch therapy?
0 O O Frequent sar infections, cokds, throat nfections? 0 O O oificuty breathing trough nose?
0 0 O Asthma, sinus problems, hayfever? 50 O Mouth breating hait o snoring at ight?
O O O Tonsilor adenoid condition? 00 D History o specch problems?
O 0 O ooes yourchiid 0 0 O frequent ol ek
0 O O Has your chid ever taken ooo h sk or gt
L7 ooo ng
000 ciek
000 Hasyour her ooo face muscles?
o o), kol thfonte) o Dicronel (sfonate) (1 [ 11 Has your chid boon treted or “TWU* r “TM" problems?
forbone dacrdars? O O O Any broken or missing iings?
ooo
oo

O Has your child ever been diagnosed with gum disease or
Pronhea?

[T



PATIENT HEALTH INFORMATION

you face, teeth or jaws? How?
Listany.
Medication Taken for
Medication Taken for
Medication Taken for
procedures?
have (or ever
Does your child chew or smoke tobacco?
your Jaws?
Any other physical problems?
FAMILY MEDICAL HISTORY
parents or siblings. y pr
Diabetes.
Arthriis

Jaw size imbalance.

Other family medical conditions?

ssh? Floss?
RELEASE AND WAIVER
" Date
Date
MEDICAL HISTORY UPDATES OR CHANGES
Changes
re Date.
Dental Staff Signature. Date.
Changes
Signature. Date.
Dental Staff Signature. Date.
Changes
Date.
Dental Staff Signature. Date
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