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ROCHESTER

DENTAL CLINIC Pediatric Medical & Dental HiStOry

Putient facused, Famity Friendip

Patlent Mame Mickname fge Gender OO OF

Mame of Physician & Date of last physical examination

Antiblotic PRE-MED: Does your child require antiblotics prior to dental treatment? O Yes 0O No
14 this your child's first visit to a dentist? O ¥es O No  Date of your child's last dental exam

Has your child had dental radiographs in the last year? O Yes [0 Ne

Has your child have or ever had?

Yes HNo Yes
haspitalization for illness or injury o o 26, tonsils and/or adenolds removed O
an allergic reaction to: o 0O ¥ag, at what age
00 aspirin, ibuprofen, acetarminophen, codaine 27, Dwesyour child have any problems with:
O penicillin O latex O concentrating O learning
[ other antiblatics O food O copperating O sersitive to sounds, bright
O lncal anesthetic O understanding  lights, eic
g :::I’ (  gold, sitver) 28, Do you feel your child will be 3 cooperative O
O other patient?
29, viral infections and eold sores O
ha=art prablems (| O - eoch difficult 0
history of Infective andocarditus o o - L
e . 3L, problems with dental vists inthe past a
artificial heart valve, repaired huart defect o D 32, any lumps o swalling in the mouth O
high or low 2lood preaalme oo 33, problams with the ereption or shedding of teeth O
anamia or ather bload disorder O o 3, orthadontic treatmant a
projonged bleeding due ta a slight cut [INR =3.5] o 0O 15' if yes, name of orthodontist and date of O
tuberculosis o o " trastmeant
asthma . - 38, what type of water does yaur child drink?
. breathingor seap prablems (i.e. snoring. sinus) o 0O O city water 0 battled water
- ‘fidne}'d'“a“ o O O wedl water O fltered water
Irear lElIIE\d!-E O O 37, dons your child take flucnde supplemaents m|
thyraid o o 38, s fuoride tooshgaste used O
diabetes o o 39, haw mary times a day and when are the child's teeth
digestive disorders (e, heartburn or gastric reflu) O O biLis hmel
infuries to the head, neck, teeth or face o o af, dayau assist your child with tooth brushing 0
"F""’_"?" coni(sions o 0O A1, does your ehild suck thair thurb, fingers or pacifier O
hapatitis ar HIV/AIDS O o 42, dans the child participate in active recreational a
turnar af abnarmal growth o 0O activitias
- radiation or chemotherapy O O 43, What are specific concerns for your child's teeth?
paychiztric treatment O O
often unhappy, depressed or emationally impaired O O
substance abuse (| ]
frequent headaches o 0O

Describe any seriows illness, medical treatment, impending surgery, genetic [ developmental anomalies, or other medical
concerns that may possibly affect your dental treatment.

Drug f Dose Drug / Dede
Please advice us in the future of any change in your medical history or any medications the patient may be taking

Parent or Guardlan's Signature Diate

Doctor's Signature Date
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