Medica l HISTery
Child’s physician

Physician’s phone

Date last saw physician (month/year)

1. Is your chilg presently under the care of a physician for
any medical problem?

OY ON  whae

2. Is your child Currently taking any medication?

OY ON  whae

3. Has your chilg ever been hospitalized or had surgery?

Oy Own For what?

4. Is your child allergic to any food or medicine?

¥ Cin What? C)

Has your chilg had history of? (CHECK IF YES)

| Heart trouble or murmurs

[J Headaches
Rheumatic fever

Brain injury
Allergies Seizures/convulsions
Drug sensitivities Epilepsy
Asthma Bleeding problems
Diabetes

Blood disorders

Kidney/liver involvement HIv positive/AIDS

O Tuberculosis
LI Hepatitis

Is there anything else regarding your chilg’s physical,
Mental or EMOTIONAL health that you feel we
should know? [y ON  Whate

Learning disorders ‘ :
NONE

e try to make

- ndly one v‘i:tilgnal expe,ri:ne‘\r
<o g frie" nd educ? a lifetime of gr%‘
Our ship 1 ‘easant a child toaehing e h:ﬂt
child’s visita P .40 yoh you i" :se in preventive go'®
“.‘. Mission is to he‘pe‘ther \N;:: éoncep :

%:\\\es by _‘"°Mng‘::33 jate -
e We take pride in our
office sterilization and
infection control program
which will always meet
or exceed mandated
regulatory standards.

|

Is tooth

?
ften does child brush? = —
oW O '
: brushing supervxsed?
When?
2
By whom? =
Y
|s dental floss used?
i eck)
our child rece}ve (Ch
Doeé\?)oride in vitamu:\s
Fluoridated wate
[ City water

[drops ‘
.de tab\ets
D Fluort

ttled water
% El?)ne of the above




g full name
Father's Birth date
_

Address if different

Occupation
Employed by

t)
i ress (stree -

Business add = -

City

insurance CO-
dental insu
— Employee Nno-
Group NO.

S

E-Mail address

e et :
Me THeP

Mother's fyj| Name

Soc. sec. no. Birth date

Address if different

Occupation

Employed by

Business address (street)

City Zip Phone
Name of denta) insurance co.

Cell phone
E-Mail address

{

FN@\ICT@L STUFE

If the family js ot living o,

ether, ingi ild in j
esponsiple for the child’s gccourntt.he G brmgmg o .
| herepy authorize py. Betsy Kaplan, Dr. Cathy Chien and/or

Date

Signatyre
Relationship to chilg

PLEASE NOTE: Payment is eXpected for

Servicy
€ rer dered at the tip € of the Irst visit,
fir anc:yal al angemer t for subsequent treatyy ent may be 1ade fo lowir g the d‘agl 0Sis.
€€ may pe SSese T
Af Y be a; Sesed fo Missed appoir tments Unless the o ice is otified 24 ¢ Ours

We are proud of

cict eRs

and their

pRoTHERS & 77

of the cnild's P

First names
ages:

nd ha
ato share i

our patients.:
media page-

love
Wou\d "
= our socia!

child's name-

igsion
ermissio on
e erids pgdo:jo
e e : my
we will no /mission 0 display
pe

on’s Dental GrouP

ive Childr
| give ]
child's pnote

s

: Your
this form.
nvszllue in aiding us

ild.
ding of your :rh child
anc ou or you -
kify questions:

mpleti

(o]




yestra intencig, =

<
£0sa- = |acer)t9fayeduca Q
eriencié p 2 guiar a su hijo S v

-%. I ‘ I
, is
s am!
Nuestra nave © o arlea9d j 2 up,,
\ e e d isita Una & C¢ ayud2l isas, trabajando
e cadav ision e 5525 50N tos de cuidado ey s
Nuestra . gra“d' h(a)tsalen cuidado p’e"ehti?,ﬁ

vida “ena~ les

oy
f
\ O"C[ ioedesenrselcon
I S Ultimos mas rec Tomamos orgullo en
T\\T\a nuestro programa de
esterilizacion y control de

infeccién en préctica de nuestra
oficina el cual siempre llegara o

sobrepasara las normas
reglamentarias mandadas.

Historia Mey leq
Medico ge Su hijo/a
Ciudad
Fecha de SU Ultimag consulta (mes/aﬁo)

Os One Explique. .. (J
¢Tiene historig Su hijo/a de |og Siguientes.. 7

(Marque todos Jog correspondientes)
Problemas ¢ 3 E
Fiebre reumé?gc?razon Dolores ge Ccabeza “ T aL ? e\l =
Alergias Lesiones ge| Cerebro D =
Sensibilida Ataques 0 con i /—/”———’?—"——_
ikl d a drogas i Vulsiones — ~quido se cepilla su hijo/a los dientes?
Diabetes Desordenes de sangre $Qué tan sed o Osi ONo
Desangramientos , Es supervisado €l cepillado de di
i (Cada Cuando?

Tuberculosis
Hepatitis VIH positivo/sipa
[ roblemas de aprengizaie ‘ ¢Por quién?
Osi Ono

lnvolucramiento de rifig i
€ rifdn o higado Ninguno 4
N
= ito dental ¢
¢Utilizan el hilo

= iguient tal
ibe su hijo/a lo siguie Fluoruro en
Recibe Agua embotellada

D Vitaminas con fluoruro
{0 Ninguno

0
Agua con fiont
[:D] Agua de Ciudad e

¢Hay algo ma y
) EMOC%OﬁAa\f ez referencia a la salug fisica, menta| i apli
dite quiere dejar saberr 7 (marque si apica) bletas 0 gotas
Si No  Expligue... d




de Papa
NOmbre comPletO FeGha de

nacimiento

: de
Numero €&
W
Ve ifer
Dornicilio (sl €5 4 Numero de celular

OV
Emp|ead0 p
leo (calle) NUmero
Direccion de emP Codigo Telefonico
postal
Ciudad
de
Nombre ero de
dental Num
seguro poliza

Numero
de fUpOd
e
Nurmero ejo
licencia de Mal

Correo electronico

T‘\TP E/\A -C'N {-‘ [ Nci

o) 4c] IMQq ClePa
N e
p:ctjeenizseosqr:%zrszgl;’lf gg \gvce:l]eunta, T g

S

mdre

Nombre completo de Mama
Nimero de Fecha de
$eguro social nacimiento

Domicilio (sj es diferente)

J

Oficio Numero de celular

Empleado por...

Direccién de empleo (calle)

Tenga en Cuenta; Sg gg,

e E Pera el pago 4 los servig; i
ws'!a. Arreglos financieros del tratamiento sut;v S
de gl dlagnostico. Graciag

Firma
F’arentesco al paciente Fecha

S al tiempo de SU prim
era
Secuente se Puede Coordinar despugs

]
r

. Cadigo Numero
Ciudad postal Telefdnico
Nombre de
Seguro denta|
Numero Numero de
de grupo poliza

Numero de
licencia de manejo

Carreo electrénico

miliar 0

0S

tenemos,

ientes.. N, staria

(o de nuestros pa?; suyo, n0s &1

Orgu\ ¢} o

mucrg‘\)vers‘\én W roas

sn de ian al ad

un monx-‘)\.nesa dwefs‘°3-\2 soC R0
f0S.

compt?a pagina de r;\\:bres de los ™

nues los N

mos

ag\'egare

Tenemos

Le doy permis
de m\ h“OIa




