192 East 75th Street
Mew York, New York 10021
Phone: (212) 570-2221

Mhehatban
Feditric Dental Group Patient Information and History

W would like to welcome you and your child o our office, Dur goal is 1o make every child’s Wsit pleasant and educational,
Cur practics is based on preventiva cara. We strive bo teach goad oral cara that will enabla your child fo have a baautiful
smile that lasts a lifetime.

Please fill out this form completely,
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Child's Mam: ................ccmicmesss s sssasassssae (MF) MNlchkname: ... s es—.——"
Date of Birth: ..........oo0000000 Tt o n e o AR R o Brother/Sisters{Ages): ............. et ean s e ]
Chikl'e AGress: .................cccccceeannmensmemnss s I
TOUr MEIME: ... Relation to Child: ....................... Al ...
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Areyou: [J Married O Single O Separated 0 Widowed O Divorced
Who Is rasponsible For this acOoUNET ... iiiemiaisiiriesisiomens s smanss s enetet spemsessssamenss s eeetsbonenstosssans
A s Of Tl s DRI & ot ks bt s srsis Sy b Mk S A e S e
EMp B < s e e TR ORK: o s
Business phone of Father: ..o Business phone of Mother: .._.......................
Ceall phone of Father: ........ccooee v e Cell phone of Mother: ..............ooooiiiinien.
Whom may wo thank for refarring YOU? ..o s sessssssss s ressssasssmes
Where | Whom may we call regarding your appointment? ...
Child's Physician: ............ccccoceeinns wiaderon S ) - R SR R AR L O SR I S e .
Parent's Dentist: ... .........cccconviicnninicnsninisnnnnesnnnns RTINS B P
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Please Continue To Page 2 - Medical and Dental History



192 East 75th Street
New York, New York 10021
Phone: (212) 570-2221

. Themherbbem : ;
Pedierbric Denbal Greup Medical and Dental History

Please answer applicable questions by circling and elaborate below if "Yes"

Does your child have any health problems? ... ... Yes No
Has your child seen a physician in the last year? (other than checkups) ........................ Yes  No
Has your child ever been hospitalized? ... Yes No
Does your child take medicines regularly? ... Yes No
Is your child taking vitamins with Iron? ... Yes No
Is your child allergic to penicillin or other substances? ..., Yes No
Does your child have an emotional or nervous problem? ... ... Yes No

Has your child ever had a history of: (please write "yes" or "no" and elaborate below)
— Heart murmur _—_Asthma ___Bleeding Disorder —_Heart Trouble ___Anemia

— Kidney/Liver Disorder —— Rheumatic Rheumatic Fever ——Diabetes ——Epilepsy/Convulsions

— Speech Problems — Tuberculosis — Any Unusual Conditions
Does your child have any dental problems nOwW? ... Yes No
Has your child ever been to a dentist before? ... Yes No
Was the visit 2 good eXPeriEnEeT .o v i s s s svsa v e A S it Yes No
Has your child seen a dentist inthe last6 months? ... ... Yes No
Has your child ever had dental X-rays? ... Yes No
Has your child's experience with other doctors been pleasant? ..................................... Yes No
Has your child ever had a toothache? ... Yes No
Have your child's teeth ever been injured in an accident? ... Yes No
Does your child have any oral habits? (pacifier, thumb, finger, nail biting) .................... Yes No
Do you help brush your child's teeth? ... Yes No
Does your child have a bottle with milk or juice? ..., Yes No
Does your child fall asleep with a milk or juice bottle? ... Yes No
Do you nurse your Child t0 SIeeP? ..o e Yes No

To the best of my knowledge, all of the preceding answers are true and correct. If my child ever
has a change in his/her health or medicines, | will inform the doctors. | hereby authorize
treatment by the doctors in caring for my child.
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ADDITIONAL COMMENTS:





