Name Date

Health History

Your child's overall health as well as
any medications which your child takes
could have an important
interrelationship with the dental care
your child receives. Please answer
each of the following questions
completely.

Child's Habits

How often does your child brush?

How often does your child floss?

Date of last dental visit

Previous Dentist

Child's Physician

Phone Number

e Child's Birthdate
__.-_’-— 1\;__ Is your child's water fluoridated? ...................... I ves [ no
/ H ealth H |St0 I’y \ Does your child :
F 4 9 i
F - Suck thumb/finger ............cooooiiiin, ] ves [InNo

SUCK/BIte DS v 1 ves [ no
Bite/Chew Nails ..........ovoeevereeen, ] vyes CIno

'[—|as your child had difficulty with previous dentists?

& Has your child every had any of the following: Chew hard objects (Pencils, etc.)... [_] YES [] NO
IAsthma ] YES []NO Rheumatic Fever [_] YEST_ I NOB®& M Grind Teeth....................
Cancer [] YES []NO Congenital Heart Defect [ ] YES[] NO B ™ Clench Jaws......
iHepatitis ] YES [JNO  Handicaps/Disabilites [_] YES [] NO i
] [ )
)

HIV/AIDS [] YES [JNO  Convulsions/Epilepsy [ ] YES[] NO

Hemophilia [] YES [] NO Tuberculosis [] YES [] NO
W Diabetes [ ] YES []NO Abnormal Bleeding [ ] YES[ ] NO
\ Allergies [] YES [ ] NO Heart Murmur [ ] YES[] NOI
i , , r o
& Please explain any medical problems that your F J Authorization and Release
hild has To the best of my knowledge, the questions on this form
have been accurately answered. | understand that
h A nroviding incorrect information can be dangerous to my child's

health. Itis my responsibility to inform the dental office of any
changes in my child's medical status. | authorize the dentist to
release any information including the diagnosis and the records of any
treatment or examination rendered to my child during the period of such Dental
care to third party payors and /or other health practitioners. | authorize

and request my insurance company to pay directly to the dentist or dental group insurance
benefits otherwise payable to me. | understand that my dental insurance carrier may pay
less than the actual bill of service. | agree to be responsible for payment of all services
rendered on my behalf or my dependents.

X

chultz _ Signature of patient or parent if minor
Jamily

Tentistry

Q O Date




