Silverdale Deptal Center
For Kids

PATIENT MEDICAL HISTORY

Patient Name: Age: Birthdate:

1. Child’s Physician Name: Phone# (__ )

2. Date of last medical exam: Nature of exam:

3. Describe child’s general health:

4. s your child undergoing the care of a physician or specialist for a specific reason? YES LUNO

If YES please explain:

Name of physician or specialist:

5. Has your child been hospitalized before? LYES LONO
If YES please explain:
6. Has your child had a serious illness or injury? YES LONO
If YES please explain:
7. lIsyour child limited in activity due to a physical or mental condition? LYES LINO
If YES please explain:
8. Does your child have any bleeding conditions or does anyone in your family have a history of any bleeding conditions?
UYES UINO If YES please explain:
9. Does your child exercise regularly? LYES LUNO
If YES please explain:
10. Does your child smoke or use tobacco products? LYES LINO
If YES please explain:
11. Does your child take birth control? LUYES UUNO
If YES please explain:
12. Is there a disease/condition/problem your child may have that may affect the success in dental treatment? LYES LINO
If YES please explain:
13. Please list any of the medications your child is taking:
14. Is your child allergic to any of the following?
QAspirin Codeine OLatex OMetal LRubber LRed Dye WAntibiotics (which ones)
Please list ALL other allergies including FOOD allergies:
15. Please indicate if your child has had a history of: (Please check all that apply)
UADHD/ADD QcChemo/Radiation QEyes/Vision OPremature Birth
UAnemia UChromosomal Abnormality QFeeding tube URheumatic Fever
UAnxiety UCleft Lip/Palate QHeadaches QSeizures
UAspiration Risk UCongenital Heart Problem UHeart Disease QSinus/Sinusitis
UAsthma/Reactive Airway  QCrohns/Colitis UHeart Surgery USpeech Delay
UAutism/Aspberger UDevelopmental Delay UHearing Aids/Impaired USpina Bifida
Syndrome UDiabetes UHepatitis AB C asTb
UBacterial Endocarditis UDown Syndrome QHIV/AIDS QTuberculosis (TB)
UBleeding Disorder UEating disorder QHydrocephalus QVA Shunt
QCancer/Tumors UEndocrine/Thyroid UKidney/Liver Disease WOther
UCerebral Palsy UEpilepsy QPsychiatric Care

Please Explain:

16.

Signature/Digital Initials: Date:

Relationship:

Would you like to speak privately with the doctor regarding your child? LYES LINO




