PEDIATRIC DENTISTRY

Patient
Name Date of Birth Age SS# Sex
Home
Address City State Zip
Father or Legal Guardian_
Place of Employment Work Phone # Home Phone #
Mother Name
Place of Employment Work Phone # Home Phone #
Father's SS# Mother's SS#
II. MEDICAL HISTORY
1. Is your child taking any medicines or drugs at this time? (Please List)

2. Has your child had any allergic or unfavorable reactions to any medicines, drugs, or food? (Please List)

3. Has your child ever been hospitalized or seriously injured?

4. Name of family doctor

5. Date and reason of last medical exam

6. Has your child had vaccinations? = DPT Polio 22 7

7. Has your child had or ever been treated for:
Rheumatic Fever or Rheumatic Heart Disease Yes (¢) No()
Heart Murmur Yes () No()
Congenital Heart Disease Yes:() - No()
Excessive Bleeding Yes (o) No()
Blood Transfusion Yes () No()
AIDS XYes ()« No(©)
Sickle Cell Anemia Yes-() - Noil)
Epilepsy/Convulsions Yes () No()
Mental or emotional problems Yes () Nol)
Liver Disease/Hepatitis Yes C)--No()
Kidney Problems Yes () No)
Breathing/Lung problems xes ) Neo()
Sinus Problems Xes () =No()
Diabetes Yes () Nol()
Arthritis Yes () =Noi()
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