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CHILD MEDICAL HISTORY FORM

Name

Preferred Name Sex

DOB Age

Address

City Sate Zp
Home Phone Cell Phone

Email

Person Responsble For Financial Obligations

Responsble Party SS# Responsble Party DOB
Dentist Date of last exam
Whom may we thank forreferring you to our practice?

Shool ‘ Grade

MothersName ‘ DOB SS#
Home Phone Cell Work
Address

City ‘ Sate Zp
Email

Employer ‘ Length of employment
FathersName ‘ DOB SS#
Home Phone Cell Work
Address

City ‘ Sate Zp
Email

Employer ‘ Length of employment

DENTAL INSURANCE INFORMATION:

Primary Secondary

Ins. Co. Ins. Co.

Insured Insured

SS# SS#

Group# Group#

Employer Employer

EMERGENCY CONTACT:

Name Phone Relationship




DOESTHE PATIENTHAVE A HISTORY OF ANY OF THEFOLLOWING? (CHECK WHEN YES)

O AIDS O Hemophilia

O Anemia O Hepatitis

O Asthma O High Blood Pressure

O Blood Disorders O Latex Sensitivity

O Bruise Easly O Neurological Disorders

O Cerebral Palsy O Respiratory Problems

O Diabetes O Tonsilor Adenoid Removal
O Emotional Problems O Tuberculosis

O Heart Murmur/Heart Problems O Other

STATE ANY REASONS WHY THE PATIENTIS CURRENTLY UNDER THECARE OF A PHYSCIAN

LISTANY MEDICATIONS THAT THE PATIENT IS C URRENTLY TAKING

LISTANY DRUG ALLERGIESOR SENSTIVITIES

HAS THE PATIENT BEEN ADVISED THATANTIBIOTICS SHOULD BE TAKEN PRIOR TO DENTAL PROCEDURES?
(YESORNO)

LISTANY O THER SERIOUSILLNESSES OPERATIONSOR DISEASESNOTLISTED ABOVE

DEVEHOPMENTAL HISTORY

HAS THE PATIENTREACHED PUBERTY? (YESORNO) GIRLS MENSTRUATION? (YESORNO) BOYS HASVOICECHANGED? (YESORNO)

DENTAL HISTORY

DOESTHE PATIENTHAVE A HISTORY OF ANY OF THE FOLLOWING? (CHECK WHEN YES)

0O Beeding Gums Mouth Breathing

O Clenching or Grinding of Teeth Nail Biting

O Difficulty Chewing or Svallowing Periodontal Surgery

O Injuriesto Face or Teeth Permanent Teeth Removed

O Jaw Joint Pain Seech Problems

O Jaw Locking Open or Closed Sucks Thumb, Finger or Lip

O Lmitation in Mouth Opening Teeth Snsitivity —Hot/Cold

O
O
O
O
O
O
O
O

O Missng or Extra Permanent Teeth Tongue Thrust

LISTANY DENTAL CONCERNSWE SHOULD BEAWARE OF

HASTHE PATIENTRECEVED AN EVALUATION ORTREATMENTIN ANOTHER ORTHODONTIC OFACE? (YESORNO)

IF YES BY WHOM?

LISTYOUR CHIEF CONCERNSAND WHATGOALS YOU WOULD LIKETO ACCOMPLISH WITH ORTHODONTIC TREATMENT

AUTHORIZATION

lunderstand that the information | have given iscorrect to the best of my knowledge, and that it willbe held in the strictest confidence. It ismy responsbility to
inform thisoffice of any changesin my medical or dental status. | authorize release of any information to insurance carriersand to other health care providers
involved in my child’scare. | authorize Dr. Hutta, and the dental staff to perform any necessary dental servicesthat are needed during diagnosisand treatment.
Recordscan be released fora fee of $200.00. |understand that where appropriate, credit bureau reportsmay be obtained.

SIGNATURE (IFMINOR, PARENTS SIGNATURE) DATE




