Medical History
Physician ____________________________________
Phone number________________________________

Yes No
□  □ Is your child in good health?

□  □ Is your child under a physician’s care? For What? ___________________________________________

___________________________________________

□ □ Does your child have any history of major illness? What and When?______________________________

______________________________________________________________________________________

□ □ Has your child ever been hospitalized? For what? ___________________________________________

___________________________________________

□ □ Is your child taking any medications/drugs presently? What? ______________________________

___________________________________________

___________________________________________

□ □ Does your child have any allergies or drug sensitivities (including to penicillin & local anesthetic)? List:___________________________________________________________________________________□  □ Allergic to latex?
□ □ Have tonsils and/or adenoids been removed? What age?___________________________________

□  □ Are there any learning problems? If yes, please explain:_____________________________________
Check any of the following conditions for which the patient has a history of: □ Cancer □ Seizures □ Liver/Kidney Disease □ Arthritis □ Emotional Problems □ Nutritional Problems □ Asthma □ Blood Disorders □ Fainting/Dizziness □ Rheumatic Fever □ Bone Disorders □ Heart Trouble □ Speech/ Hearing Problems □ Cerebral Palsy □ Hepatitis □ Tonsillitis
□ Diabetes □ HIV/AIDS □ Tuberculosis

Any other significant medical, psychological, or disability problems, please describe? _______________

___________________________________________  

Child’s Name ________________________________ 
Dental History
Yes No 
       

□  □ Is this your child’s first visit to the dentist?

□  □ Any history of injuries to the face, mouth or 

teeth?_______________________________________
□  □ Does your child have a toothache or any other immediate dental problem? If yes, please explain: ______________________________________________________________________________________
□  □ Any history of mouth habits (sucked thumb, pacifier, nail biting, grinding)? Until what age?________________________________________

□  □ Does your child have any history of cavities, tooth/gum infections, missing or extra teeth? If yes, please explain________________________________

___________________________________________

□  □ Does your child see the dentist regularly? Date last seen and for what?__________________________ ___________________________________________

□  □ Has any previous dental treatment been attempted/completed? What? ____________________

___________________________________________

□  □ Were there any problems with previous dental treatment? If yes, what were they? _________________

______________________________________________________________________________________

□  □ Are supplemental fluorides used? If yes, what?(drops, tablets, rinses) ____________________

□  □ Do you use tap water for cooking/drinking?
How often are the teeth brushed? _____________ Flossed? ___________ By Whom? ______________

First tooth erupted at about ___________ months. Name of child’s former dentist:___________________ Name of parent’s dentist:________________________

School your child attends:_______________________
How would you expect your child to behave in our office?______________________________________
Please name your child’s favorite toy, movie, hobby:

___________________________________________
Every child is a unique individual thus not every child will require the same treatment to obtain a comprehensive oral examination. Based upon your child’s age, teeth present, and tooth position, Dr. Fazilat will determine if radiographs (x-rays) are necessary. Generally, in addition to the examination we complete a cleaning of the teeth and application of topical fluoride. If your child should need any dental treatment after the dental examination has been completed, Dr. Fazilat will review the planned treatment with you. I hereby give permission to Shahram Fazilat D.D.S, to render all necessary dental services and to use such method and agents as he sees fit for the child named on this form and to contact the child’s physician as necessary. I understand that no treatment will be started until recommended treatment time involved, and financial investments have been discussed with me by either Dr. Fazilat or one of his staff members, at which time I may void this permission if I so choose. Furthermore, I will be responsible for any bills incurred by this child for dental treatment.





Signature______________________________________________________________Date_____________________________








