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PATIENT INFORMATION:
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PARENT 'S INFORMATION:

PARENT'S MARITAL STATUS: (O MARRIED (O DIVORCED (O sePARATED O wipowed (O REMARRED (O SINGLE

DENTAL INSURANCE INFORMATION:
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NEW ORLEANS
CHILDRENS

MEDICAL
HISTORY

DENTAL CENTER QUESTIONAIRE
CHILD’S MEDICAL HISTORY:
PATENT NAME: CHILD'SPHYSIGIAN: DATEOFLASTVISIT:
ARE IMMUNIZATIONS CURRENT? O YES ONO
IS YOUR CHILD UNDER MEDIGAL GARE AT PRESENT?. O YES OINO e
XS LB ASE X P AN
HAS YOUR GHILD HAD ANY OF THE FOLLOWING DISEASES OR CONDITIONS? PLEASE GHECK OFF ALLTHATAPPLY.
Qaopmon QO CHRONIC SINUS INFECTIONS QO HEARTDISEASE O RHEUMATIC FEVER
OQAlLerGEs (Q CHRONIC EAR INFECTIONS QHEARTMURMUR O SICKLE CELL DISEASE
Omnema QoysticFBROSIS OHearTDEFECTS O SIOKLE CELL TRAIT
O ANXIETY/DEPRESSION O seizuRes/epiLepsy OmemopHLA OtuserouLosis
Oastava (O DEVELOPMENTAL DELAY QKIDNEY PROBLEMS O NEUROLOGICAL PROBLEMS
OQAUTISWASPERGER Qowmeeres OuverpPROBLEMS O ORTHOPEDIC PROBLEMS
O BLEEDING DISORDERS Qpown syNbROME OLuncproBleMs O EYE PROBLEMS
Qoancers QHwvmaps Q) PSYCHIATRIC TREATMENTS O REFLUX
QCEREBRALPALSY QHeparims O SPEECH/HEARING PROBLEMS () EMOTIONAL DISTURBANGES _
QoLerT LpPALATE (O MENTAL RETARDATION - Qemmperects
O HIGH BLOOD PRESSURE O LEARNING DISABILITIES O PREMATURE BIRTH

DOES YOUR CHILD HAVE ANY OTHER DISEASES, CONDITIONS, OR SYNDROMES NOT LISTED ABOVE? O YES O NO IF YES, PLEASE EXPLAIN:

IS YOUR CHILD ALLERGIC TO ANY FOOD OR MEDICINE? O YES O NO

IS YOUR CHILD CURRENTLY TAKING ANY MEDICATIONS? O YES O NO IF YES, PLEASE LIST:

HAS YOUR CHILD EVER BEEN SEDATED OR HAD GENERAL ANESTHESIA? O YES O NO IF YES, WHAT FOR?

HAS YOUR CHILD EVER HAD SURGERY OR BEEN HOSPITALIZED? O YES O NO IF YES, PLEASE EXPLAIN:

IS YOUR CHILD HAVING ANY DIFFICULTIES IN SCHOOL? O YES O NO IF YES, PLEASE EXPLAIN:

DO YOU CONSIDER YOUR CHILD TO BE:

O ADVANCED IN LEARNING O PROGRESSING NORMALLY O A SLOW LEARNER



CHILD’S DENTAL HISTORY:

PLEASE CHECK OFF REASON(S) FOR SEEKING DENTAL CARE:

() FIRSTEXAMINATION (D ROUTINE GHECK-UP_ () TOOTHAGHE OR SWELLING | QoavimEs
O APPEARANGE OF TEETH.. . O crRoOWDING O AGOIENTINIURY ]
OTHER

HAS YOUR CHILD BEEN TO A DENTIST PREVIOUSLY? O YES O NO

DOES YOUR CHILD HAVE ANY OF THE FOLLOWING HABITS:
O THUMB/FINGER SUCKING O MOUTH BREATHING O PACIFIER O sNORING

O BOTTLE/SIPPY CUP O LIP SUCKING/BITING O GRINDING/CLENCHING

DOES YOUR CHILD HAVE FLUORIDE IN ANY OF THE FOLLOWING FORMS:
O TOOTHPASTE O DRINKING WATER O HOME FLUORIDE RINSES/GELS/VARNISH O FLUORIDE TABLETS/VITAMINS

IS YOUR GHILD STILL BREAST FED OR USING A BOTTLE/sIPPY cup? OYES N
U= SOb W s s I SUGIRREO = O o B O
FLOSSING? WHO DOES THE BRUSHING? CHILD PARENT/GUARDIAN

HOW WOULD YOU DESCRIBE YOUR CHILD'S TEMPERAMENT? (CHECK ALL THAT APPLY)
O outcoiNG QO sHy O STUBBORN O Anxious O FRIGHTENED (O REGULAR KID

O curious O mooby O FRIENDLY O DEFIANT O HIGH STRUNG O COOPERATIVE

CONSENT:

THE INFORMATION | HAVE GIVEN IS CORRECT TO THE BEST OF MY KNOWLEDGE. | UNDERSTAND THAT IT IS MY RESPONSIBILITY
TO INFORM THIS OFFICE OF ANY CHANGES IN MY CHILD’S MEDICAL STATUS. | AUTHORIZE DR. CAVALLINO AND DR. AXELRAD TO

COMPLETE A DENTAL EVALUATION AND PERFORM THE NECESSARY DENTAL SERVICES FOR MY CHILD.

SIGNATURE OF PARENT/GUARDIAN DATE:

SUMMARY:



