Cara Donley Pediatric Dentistry

Patient Registration and Health History

1. Child’s Name _______________________ Middle Initial:____ Nickname________________

    Child’s Address:_______________________________________________________________



      Street



City, State
                   Zip 

2. Sex: Male ( Female (  Birth date: _________Age: _____ Home Phone: __________________ 

3. Hobbies or Interests:___________________________________________________________

4. Siblings:(ages)________________________________________________________________

5. Is this your child’s first visit to the dentist? _________________________________________

6. Does your child have any habits, which might affect the mouth or teeth?

      Breathes through mouth ____________________Sucks thumb or finger_________________

      Pacifier________________________Nail biting ____________________________________

7. Has your child ever experienced trauma to the mouth or teeth? __________________________ 

    If yes, describe________________________________________________________________

8. Does your child use a bottle or a sippy cup?_________________________________________ 

9. Do you have any dental concerns for your child? _____________________________________

    If yes, describe________________________________________________________________

10. Has your child had dental x-rays taken? _____ Date taken_____________________________

11. Mother’s Name (or responsible party)_______________________Birth date: ___________ 

12. Drivers License:________________ Soc. Sec.______________________________________

13. Address:____________________________________________________________________


      Street



City, State
                   Zip
14. Employer:___________________________ Business Phone:__________________________

15. Employment Address: _________________________________________________________                        
16. Cell Phone:__________________ E-mail Address:__________________________________

17. Father’s Name (or responsible party)________________________Birth date: ___________ 18. Drivers License:__________________  Soc. Sec.___________________________________

19. Address:____________________________________________________________________

     
        Street



City, State
                   Zip
20. Employer:___________________________ Business Phone:__________________________

21. Employment Address: _________________________________________________________




   Street



City, State
                   Zip    
22. Cell Phone:_____________________  E-mail Address:_______________________________

Primary Dental Insurance Information 

1. Name of Insured:______________________________________________________________
2. Relationship to Patient:  Self (   Mother (   Father (   Other ( __________________________

3. Insured Social Security:_______________________ Insured Birth date:__________________

4. Insurance Provider:__________________________ Group #:___________________________

5. Subscriber Number: ___________________________________________________________

Emergency Information

In case of an emergency, Please contact:______________________ Phone:__________________

How did you hear about our office:______________________________ Relationship:_________

Medical History

1. Is your child in good health? Yes (  No (
2. Child’s Pediatrician:_____________________________ Phone:________________________

3. Pediatrician’s Address:_________________________________________________________

4. Date of last physical exam:______________________________________________________

5. Were there any difficulties during the pregnancy? (e.g. prematurity)

    or during your child’s first year of life? Yes (  No ( 

     If yes, describe_______________________________________________________________

6. Is your child under care of a physician now for any reason? Yes (  No ( 

    If yes, describe:_______________________________________________________________

7. Is your child currently taking any medications? Yes (  No (
     Drug:_________________________  Reason:______________________________________

8. Has your child had any allergic reactions (including hives) to any of the following?

Aspirin(   Amoxicillin/ Penicillin(  Codeine(  Acrylic(  Metal(  Latex(  Local Anesthetics(              Other( If Yes, explain:_________________________________________________________

9. Allergic reaction to any foods? Yes (  No ( 

     If yes, describe_______________________________________________________________

10. Has your child ever been hospitalized? Yes (  No (
     If yes, describe_______________________________________________________________

11. Has your child had any surgeries (operation)? Yes (  No ( 

      If yes, please describe when, where and reason:_____________________________________

     Were there any complications? Yes (  No ( 

     If yes, describe_______________________________________________________________

12. Has your child ever had problems with pain, bleeding, or healing? Yes (  No (
13. Are your child’s immunizations current? Yes (  No (
Please check all that apply.

( Abuse (physical or sexual)           ( Diabetes



 ( Orthopedic Problems

( Anaphylaxis


     ( Emotional Disability                         ( Psychiatric Care

( Anemia          


     ( Epilepsy or seizures
               ( Rheumatic Fever

( Arthritis


     ( Fainting (often)

               ( Sickle Cell Trait

( Asthma


     ( Gastrointestinal Disorders   
  ( Snoring 

( Autism


     ( Hearing Loss Type:____

  ( Speech problem 

( Bleeding (prolonged)

     ( Heart Disease/Murmur

  ( Spina Bifida 

( Blood Transfusion

     ( Hepatitis Type:_____ 

  ( Stomach/Intestinal 

( Brain Injury                                  ( HIV infection AIDS

  ( Tonsillitis

( Bruise Easily


     ( Learning Disability

  ( Tuberculosis

( Cancer: Type:_________ 
     ( Kidney Disease


  ( Thyroid

( Cerebral Palsy
            
     ( Leukemia Type:______

( Cleft Lip/Palate  Type:_______   ( Developmental Delay

Have you ever had any serious illnesses not listed above? Yes (  No ( 

If yes, briefly explain: ____________________________________________________________

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.                               

SIGNATURE of Parent or Guardian_______________________________DATE__________________

