__ Nickname

3 Your Child's Name
Welcome! So that we may provide your child with the best passible care, please camplets both s des of this dentals medical

history lerm, Allinformation 1s comp etely conficent al. Please be sure Lo answer indlividua v &ny yes or No (uest ons

City

Telephone

State Fil+)

Whnat 1s the reason lor your visit today?
Your Child's Previous Dentist: lName
Address

Date of your child's last dental visit
Haow often does vour child hruzsh™

Last cental cleaning

Last full moutn xrays

Floss? D0 you assst? J Yes d Mo
' 1= your child's water Hluoridated™, ... .. ... 4 Yes 1 ke Deesyour or'd lase fluor de supplements? d Yes d Mo
Does your child have any dental problems now? ............. J Yes 1 Ko I ves, please descnbe
How do you think your child will do? .........cc.....ccie veereennee o G0OOG J Far  J FoO
Has your child had difficulty with previous dental visits? ...... J Yes o Ne o Ifyes, please describe

Has your child complained about dental problems?.............. J Y5

L

No o If yes, please descrbe

=]
Has your child ever worn orthodontic appliances? ............ d Yes Mo If ves. pleasce descrine !
/Are any of your child's teeth sensitive to:
Motoreald?......d Yes J he Sweets? ... Jd Yes Mo Biting or Chewing? ..... 4 Yes 1 No

Does your child engage In:

Bucking thom ar fingers? L. Jd Yes 1 MNo Chewing or biting fingemans?............ J Yes Jd Mo

Biung or sucking lips or cheexs? | J Yes d No Cheving nard cijects (©.g., 2encils:? ... 4 Yes 1 No
b o L (o A R T T TLIIECk LCrTE J Yes O Mo Cenching jaw?........ OO .. o Yos  d No
Mouts hreathing? Lo Yes Mo KNursing hottie or pacifier Fabns? ... J Yes 4 No
Do your child's gums bleed or hurt? ..o . veeeen o ¥ES MO
Does your child have any pain or tenderness in the jaw joint. ear. side of face? .............cceeinn Yes d N
Do you have any special concerns about your child’s dental health? Yes 4 Ne If yes, nlease desring
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