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Child's Regi~tration &Health History Questionnaire 


your child to good oral health. Modern science is making many important contributions toYou, as a parent, want to helf 
ividual must still take the major responsibility for the care of his/her own mouth. You can better oral health, but the inc 
h proper personal and professional care, your child may keep his/her teeth all his life.teach your child to do so. Wi 

DATE 

~ CHILD'S NAME DATE OF BIRTH 

SCHOOL 

RESIDENCE J GRADE 

CITY I STATE ZIP 

FATHER'S NAME CELL PHONE 

ADDRESS ! IOW LONG? 

EMPLOYED BY IIOMr PIION[ t llUS !'I-IONE 

MOTHER'S NAME 

ADDRESS 

EMPLOYED BY t- IIOMI 

C[ Ll PI-lONE 

IIQWLONG? 

I'IIONI I IHIS PHONE 

ARE yOU ASSOCIATED WITH A DENtAL INSURANCE PLAN"' NAMI or INhlJlIANCI COMPANY 

i I '()I ICY NUMBER 

UNlbN (LOCAL #) _ UNION IICAD 

NAME AND ADDRESS OF PERSON RfSPONSIBLE FOR PAYMENT 

• 

ANY BROTHERS OR SISTERS? LIST AGES 

IS THIS YOUR CHILD'S FIRST DENTAL EXPERIENCE? 

WHAT IS THE CHILD'S ATTITUDE TO~ARDS THIS VISIT? _ _ ~_ COMMENTS: 

- _. t 

- -
~ 
I 

WHOM MAY WE THANK FOR AEFERR NG YOU TO OUR OFFICE? 

THANK YOU 
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LAST NAME FIRST NAME lJATE OF EXAM - - .< 
I 


MEDICAL HEALTH HISTORY DENTAL HEALTH HISTORY - CHILD 
General Health 

1. How long since child's lasl dentll l I!lC.l IIIII ',ltlon? 
DExcellent o Good D Fair o Poor 

Who Is child's physician? 
2. What concerns YOll mo~1 ahnlll yll ill ('111 111"1denta l health? 

Physician's Address? 

3. Does your child evel IUlvl' 'II ,,,t,,1 P,II I I" II so, wilen? 

When did chil d have lasl complete physical examination? 

Is child being treated for anything now? 

4. Old child ever have a no9/lttvl ' dental experience? 

- Discuss 
Did child ever have' 

D Kidney Disease o AIDS 0 1 HIV -j D Hearing Problem o High Cholesterol 

DOiabetes o Anemia D Bone Disorders o Other: 5 . Has the patient had any inlll tlllS to Iho face? 
D Rheumalic fever o Asthma o Endocrine - (! ,lease check) o Hepabt is o Heart Trouble o Arthrit is 

D Liver Disease n Epilepsy / Convulsions D Broken Bonos 
Omoulh D teeth D race 

- - - -
D Tuberculosis D Speech Impediment o High Fever 6. Has the pallont ever sucked LI thumb or fingers? 

Is child allergic to: Yes No Until what age? __ 

o Penici ll in DCodeme D Novocaine D Latex DOlher 
7. Does th e patient have any speech problems? 

Is child taking any medications now? 
8. Is th e pallent a mouth-breather? 

If so. what? 
While awake? -- - While asleep? 

Does child have any allergies? 

9 . Has the child had teeth removed? 

Is child subject to prolonged bleeding? 10. Has child had orhlodontlc treatment? 

-- --  1 1. How otten does your child brush? 

Does child have any emotional problems? Floss? 

12. Has child received any flouride treatment? 
I VERI FY THE ABOVE AND GIVE MY CONSENT FOR TREATMENT D pill / vitamins o topical D water 

13 . Are you happy with the appearance of child's teeth? 

Parent or Guardian Signature 
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NAME _______________________________________________ 

HOME PHONE ______________ BUS, PHONE _______________ 

CELLPHONE ________________ 

INSURANCECO, _________________________ 

PRE, AUTH, DATE SENT _____________ 

DATEREC, _______________ _ 

UNION ____________________________ _ 

8 7 654 321 2345678 

MOB,UTYD D D D D C D 0 DDDDDD DD 
2 3 4 5 6 7 8 

A B c o E F G H J 

2532 31 30 29 28 27 26 

RIGHT ----------- LINGUAL LEFT 
T 5 R Q P 0 N M L K 

(2'('OXO'J2)=:
~7;;3, Y--( 1~"q,tR'VK\
(9)<:::> '<::> e. <~ <::>\~ 

24 23 22 21 20 19 18 17 

M081L1TYD D Dec C D LJ D U _ I L~DD 
8 7 6 5 4 3 2 2 3 4 5 6 7 8 

ORAL TISSUE EXAMINATION 
L1PS _______________________ TMJ _____________ INFLAMMATION OF GINGIVAL TISSUE 

CHEEKS ______________________ '--' SLIGHT D MODERATE 0 SEVERE 

TONGUE _____________________ CA.LCULUS 

FLOOR OF MOUTH _______________ ORAL HYG IENE ________________ o SLIGHT 0 MODERATE 0 SEVERE 

PALATE_______________________ RECESSION 

TONSILLAR AREA _________________ DSUGHT 0 MODERATE 0 SEVERE 

TOOfI1 

'01 
L&Kel 

SURFACE 
DESCRIPnON OF SERVICE 

(INCLUDING X·RAYS PROPHYlAXIS. M~n!lIALS US=.:!. ETC. I 

LINE NO 

DA~E S8VICE 

P~R"ORM£D 

MO IDAY lYE,;:; I 
I I I 
I I I I 
1 I I \ 
I I I, , I 
I I 
I I I 
I I I 

I I I 

I I I 
I I 

I I 1 
I 

I 

I I I 

I I 
I 

I I I 

I I I 
I 

FINANCIAL AGREEMENT 

-- ,,------
.A','E ______________ 

DR _____________ 

Ii VISITS ___________ 

PREPARED BY ______ 

The named procedures, risks, 
and alternatives have been fully 
explained and I hereby consent to 
the proposed treatment 

I also understand that I'm finan
cially responsible for any charges 
not paid by the Insurance Com
pany. 

SIGNATURE 
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DATE 
Tooth Dr.OF TREATMENT RENDERED FEE 

SERVICE 
# Initials 

- J - - --- -- f---. -- ~ -

I 

I 

I 

I 


