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ANAHEIM HILLS PEDIATRIC DENTAL PRACTICE

500 So. Anaheim Hills Rd.  Suite #116

Anaheim Hills, CA  92807

(714) 974-TOOTH (8668)

Dr. Carol K. Yeung

Dr. Eddie N. So

CHILD’S NAME:___________________________________________
BIRTHDAY:________________________________

CHILD’S PHYSICIAN:______________________________________
CHILD’S SCHOOL:__________________________

PHYSICIAN’S ADDRESS:___________________________________
LAST EXAM:_______________________________

CHILD’S PREVIOUS DENTIST:______________________________
LAST EXAM:_______________________________

CHILD’S ORTHODONTIST:_________________________________
LAST EXAM:_______________________________

REASON FOR MAKING THIS APPOINTMENT:_____________________________________________________________

MEDICAL HISTORY:
(Please check)



  YES      NO       (Please Explain YES Answer)

	1.  Has child ever been treated for illness other than childhood diseases?
	
	
	

	2.  Does child have any emotional, neurological, or learning handicap?
	
	
	

	3.  Does child take any medication on a regular schedule?
	
	
	

	4.  Have any of the following ever been defective in any way: Eyes, Ears, Heart, Lungs, Kidneys, Liver?
	
	
	

	5.  Has child ever had a bad reaction to any drug, medicine, or anesthetic either in a “shot” or by mouth?
	
	
	

	6.  Does child bleed excessively after cuts or extractions?
	
	
	

	7.  Have child’s tonsils and/or adenoids been removed?
	
	
	

	8.  Has child had rheumatic fever?
	
	
	

	9.  Is child allergic to anything?
	
	
	

	DENTAL HISTORY:
	
	
	

	1.  Has child ever reacted unfavorably to dental treatment?
	
	
	

	2.  Has child ever been a habitual thumb-sucker?  Finger-sucker?  Pacifier?  Other sucking habits?  To what age?
	
	
	

	3.  Did child have a bottle or nurse past one year?  To what age?
	
	
	

	4.  Does child have full charge of his/her own tooth brushing?
	
	
	

	5.  Is child a heavy “sweets” eater?  How many times a day does he/she eat sugar?
	
	
	

	6.  Has child ever suffered a severe blow to the teeth, face or head?
	
	
	

	7.  Has your child taken fluoride vitamins or drops in the past?
	
	
	

	8.  Does your child currently take a fluoride supplement?
	
	
	

	9.  Home tap water company (to determine fluoride level)
	
	
	

	10.  Home bottled water company (to determine fluoride level)
	
	
	


To the best of my knowledge the information I have given on this form is correct, and I understand that providing incorrect information can be dangerous to my child’s health.  It is my responsibility to inform the dental office of any changes in my child’s medical status.  


_______________________________________________________________________               ________________________    

SIGNATURE (parent/legal guardian)


RELATIONSHIP

DATE

REVIEWER

	DATE
	CHANGE IN HEALTH STATUS
	REPORTED BY
	REVIEWED BY

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


