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PAIIEIIT lIU[I8ER

PARENT'S NAME

0ale Oale ol Birth

ITSURIXGE IST C(IUTRIGI

EMPLOYEE IIAME

EMPLOYER ,,YRS 

-NAME 0F Ii'ISUBANCE C0

PROGRAM OR POLICY il

UNION LOCAL OR GBOUP

SOCIAT SECURITY i{UMBER

rilsuRlxcr zil0 coUERAGE

fl YRS ___-

DENTAL HISTORY

ls this the child's lirst visit to a dentisl

ll nol, how long since his last visit to the denlist

Does child eat between meals

Ooes child eat sweets. such as candy

soda pop. chewing gum

Does child eat a well balanced diel

Does child brush teeth upon arising

when going to bed

right alter ealing meals

aller eating any lood

0o you have rluoridated water in lhe home

Have teeth been treated with lluorides

Have any cavilies been noted in the past

Were any leeth (baby or permanent) removed

by extraction

Was it suggesled thal the space be maintained 

-Was appliance placed

Have lhere been any injuries lo teeth -
lalls. blows. cIaps. etc.

Has child had any unlavorable dental expetience 

-How many children in your lamily

Has child been recommended lor othodonlics

Has child received a local anesthetic

RESIDENCE - STREET

BUSINESS ADDRESS

STATE 

- -ZIP

CITY

TELIPH0NE: RESIDEIICE

PARENT EMPLOYED BY

BUSNESS

PRESENT POSITION

SPOUSE EMPTOYEO

PRESENT POSITION

PURPOSE OF CALL

HOW LONG TIELO

HOW LONG HELD

WHO WILL PAY THIS ACCOUNT

WHOM MAY WE IHANK FOR THIS REFERBAL

SOMEONE TO NOTIFY IN CASE OF EMERGENCY
NOT LIVING WITH YOU.

{}\crr,'3 }tff
I)c,t{ > Sr4

MEDICAL HISTORY
ls child now in Poor health

NOYES

YES

ls child under care ol PhYsician

Name ol physician

Has child had surgery

ls surgery contemPlaled

ls child subject

ls child subjecl

to proluse bleeding

to nervous disorders

lainting

dizziness

ls child allergic to penicillin

ls child receiving any medication

Has child had histoty ol diabetes

or other drugs

heart lrouble

kidney inlection

rheumalic lever

toothache

Parent's signature
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