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Parental Information

Referral Information
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Cell Phone #



I certify that the information given is correct and give consent to Commerce Park Dental Group to treat my child.
Signature Date
(Please Circle One) PARENT GUARDIAN OTHER

Reviewed by Date

MEDICAL HISTORY
Yes No1. Is the patient's general health good at this time?

Date of last physical:2. Name of physician?

3. Is the patient under the care of a physician at this time? Yes No
Explain:

4. Is the patient taking any medication? Yes No

Yes5. Is the patient allergic to any medication? (Penicillin, Sulfa, etc.) No
If yes, what:

7. Has the patient had tonsils and adenoids removed? Yes No Date:

Yes No8. Has the patient ever had a serious illness or been hospitalized?
Explain:

Yes No9. Has the patient ever been advised by their physician to take an antibiotic prior to any dental treatments?
If yes, antibiotic name and method:

Yes No10. Has the patient reached puberty?

Respiratory Lung Disease

Endocarditis

Fainting Spells

Heart Condition

Kidney Trouble

Heart Pacemaker

Liver Disease

Hepatitis (type? )
Tuberculosis

Psychiatric Treatment

Mitral Valve Prolapse

Headaches

Congenital Heart Disease

Earaches

Artificial Heart Valve

Jaw Clicking

Heart Surgery  date:

Arthritis

Heart Murmur

Allergies
Ulcers

Jaw Pain

Rheumatic Fever

Prosthetic (artificial) Joint

Tonsillitis

Anemia

X-Ray/Radiation (cancer) Therapy

Asthma

Emotional Problems

AIDS or H.I.V. Positive

Epilepsy (seizures)

Diabetes

Other:

12. Please check all conditions the patient has now or has ever had:

Blood Disorders/Bleeding Problems

Date:

11. Is there any other information that should
be known about your child's health?

DENTAL HISTORY

 Date of last dental exam

Where? 2.  When, if ever, were x-rays taken?

 1.  Previous dentist (If any)

 3.  What concerns you most about your child's dental health?

 4.  Does your child ever have dental pain? If so, where?

 5.  Is your child developing mentally and socially as his/her age would indicate?

Pacifier Mouth breathingThumb Sucking 6.  Mouth habits (Please check):
NoneTooth grindingFinger habitStill on bottle

 7.  Did your child ever have a negative dental experience?

Discuss
 8.  Has the child had teeth removed?

Floss? 9. How often does your child brush?

Amount10. Has the child received any fluoride treatment?

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

11. Do you have:

13. Has your child or any family member had a history of temporal mandibular joint disorder (TMJ)?

If so, describe

If yes, what:

Blood Transfusions
Sickle Cell

Hearing/Sight Impaired
Birth Defects

Learning Delayed
ADD

Developmental Delayed

Yes NoYes NoYes NoYes No

Well Water?City Water?

12. Has your child received fluoride supplements? Yes No
13. Are they still receiving fluoride supplements? Yes No

6. Does the patient have any other allergies (metals, latex, seasonal etc.) 
If yes, what:

Yes No
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