PAEDO CHART - CHILDRE UNDER 12 YEARS OLD

NAME AGE - BIRTH DATE
HOME ADDRESS PHONE ——
PARENT'S OCCUPATION BUS PHOHNE —

PERSON RESPONSIBLE FOR THIS ACCOUNT __
DENTAL INSURANCE (Please Circle) YES NO
NAME OF INSURANCE CARRIER ____

POLICY NUMBER GRFP # SERVICES COVERED

WHOM MAY WE THANK FOR REFERRING YOU? _

Medical-Dental History
Why did you bring your child for a dental visit?

Yes MNo
Do you (parent) fear dental treatment for yourself? ... ... ... . ... .......... O O
Is this your childs first dental visit? .. ... .. . ... ... ... . .. ... cc....... 0 O
Does your child have any health problem? ........ .. ... ..c.iiiiiinnann.. O (]
Is your child taking any medication now? . ....................... A (W] (]

Has your child experienced an unfavourable or allergic reaction lo
penicillin, aspirin, local anaesthetic or any other drugs? ..................... O 0

Has your child had any of'the following:

heart frouble ... ... e a 0
S . L e O O
breathing difficulties ... ... ... . ... ... .. ... ... O 0
Theumatic Tever. ... ... O O
allergies ... ... O 0
B DY L oot . D Cl
diabeles ... . . ] 0
bleeding disorder .. ... ... ... ... . ... . . ... 0 0
ANARIMIA . i e s (. 1
kidney or liver involverment .. ... ... . .. ... .. ... ... 0 0
throator tonsil problems ... ... ... ... . .. .. ... .. ... .. .. ........ O O
Has your child ever been hospitalized? .................................. .. O 0
Has your child ever had any injury, accident or surgery about the mouth? .. .. 0O 0
Has your child ever had an unpleasant dental visit? ......................... O O
Has your child ever had orthodontic treatment? . ...............0iirrieeon.. 0 o

Parenl Consenl
I consent to the performing of any dental and oral surgical procedures necessary or adviseable
for my child including the use

of local anaesthesia, x-rays and drugs and | assume responsibility for fees associated with
those procedures.

Date Signature




