Your <hild’s Medical History

V.o
'! Your Child’s Name Nickname Date A
Birth Date Patient Acct. No. Medical Alert
Your Child's Physician: Name - Telephone
Address City ___ State Zip
Is your child under the care of a physician?.........c.cocciiiiniininiinin.. SRR SRR TR snstasraseceninserad YOS! ul-NO
If yes, pease descnbe .
Is your ahlld taking any medications? (prescription or overthe-counter) ..............ocooviivreciieieciieerieenran J Yes  dMNo
I* yes, pease describs
Have you ever been told your child needs antibiotics or premeds before treatment? .........cccevvienvienne. J4 Yos J Mo
Does your child have any allergic (or adverse) reaction to any medication or other substance?........ e Yes o d No
I* yos, please list
Are your child’s immunizations current? ............ e — e ] L [\ o}
List Any Hospitalizations, Surgeries. Serious llinesses When? p

— —————— =— ~-

Indicate which of the conditions your child has now or ever has had. Mark each answer individually.

AIDSAHIV positive ... d Yos Mo Congertal heart d seaze . J Yes 1 No Lung prablem ..iiveeeeeee.d YEes 1 Mo
Allergies or Hives ... S d Yes d Mo Drabetesi: s s manms, J Yes g No Measles Murips . 1 Yes 1 Nn
ANCMIA . e Yes 1 No Epilepsy oo A res Mo Maocenuzleosis ..., e d Yes  J Mo
ASIOME s ememsanaraeeyd YS! Z No Handicavs Cisatlizes ... Jd Yes d No Nesvous disorders ... dJ Yes 1 Mo
Bebaviara sLaamng prablan ., J Yes d No Hay ‘ever..........o. e . A Yes o d No Pyvcmatnz Psychalogica ... 1 Yes 1 Mo
Blecding dsorder ... d Yes 1 No Heanng oreblem ... d Yes 4 Ne Rhoumat e Scarlet fever . ... Yes J No
=1 =1 ] 116 o SRR R Ldd Yes d N Heart conditian ............... Jd ¥es  J Ne Sick e cell snemia............. Jd Yes o J Mo
CAncer....ooiii d Yes d No Hepatts & B € -«e. d Yes 11 No Stomrach arabhlem .............. S Yes d \l-:.\.
Cerebralpalsy .rin . nn d Yes J Ne Kicney sLiver problem ... d Yes J Ne TSeersulosSISitRin anisis d Yes 1 Mo
Cricken poy oo oo L J Yes 1 Mo Latex sensitvity ..o d Yes  d No

ther?..... J Y¥es  J MNo P edgse specify -

-,

I undgrstans that the sbove nformation is necessany te orewice my child with dental care in a safe a~d e“ficie~t man-er. | have answered all
guestions to the best of nw knowledge. Should fuaher informat on be neeced. you have My PErMIssion Lo ask my respeciive haslth care provicle:
o agency. which may release suc™ infarmatnien 10 you, | will nolify tre doctor of any cnange i my child’s health or ntedicat on.
Signature of Parent/Guardian - ] Date

Dentist's Review

\V‘

Derust's Sgnature __ Dale




