Time 4:02 PM NFDC PC Date 1/23/2015

Pediatric Medical History
Patient Mame: Birth Date: Date Created:
Is your child under a physician's care now? () Yes (71 No If yes | |
Has your child ever been hospitalized or had a () Yes (01 No If yes | |
major operation?
Has your child ever had a serious injury? () Yes (0 No If yes | |
Is your child taking any medications, pills, or drugs () Yes () No If yes | |
(including vitamins and over the counter
Does your child have any allergies? () Yes (7 No If yes | |
Does your chid have, or have they had, any of the following?
AIDS/HIV Positive 0 Yes CNo | Taken steroids O Yes ©'Ho | Hemaphilia () Yes ©'No | Radiation Treatments () Yes (O No
Diabetes (0 Yes O No | Hepatitis A © Yes C)No  |Recent Weight Loss O Yes ) No | Anaphylaxis (@ Yes O No
Hepatitis B or C (01 Yes C'No | Renal Dialysis O Yes ©'Ho | Anemia () Yes ©'No  |Rheumatic Fever () Yes O No
High Blood Pressure (0 Yes ) No | Epilepsy or Seizures (O Yes (N0 | Scarlet Fever (0 Yes CNo | Artificial Heart Valve (0 Yes (0 No
Excessive Bleeding (0 Yes O No | Hives or Rash () Yes ) No | Artificial Joint () Yes C)No | Excessive Thirst (0 Yes (O No
Sickle Cell Disease ) Yes T/ No | Asthma © Yes O No  |Fainting Spells/Dizziness © Yes © No | Irreqular Heartheat () Yes ) No
Kidney Problems 0 Yes CNo | Spina Bifida (O Yes ©'No |Blood Transfusion (0 Yes (ONO | Frequent Diarrhea () Yes (0 No
Stomach/Intestinal Disease () Yes (O No | Frequent Headaches () Yes ) No | Liver Disease () Yes 0 No | Bruise Easily (0 Yes (0 No
Cancer 0 Yes © No  |Lung Disease () Yes ) Ho | Thyroid Disease () Yes ©'No | Chematherapy () Yes O No
Tonsillitis 1 Yes O No | Tuberculosis ) Yes ()Mo | Cold Sores/Fever Blisters ) Yes (0 No | Heart Murmur (@ Yes @ No
Congenital Heart Disorder () Yes (N0 | Heart Trouble/Disease O Yes ) No | Psychiatric Care O Yes O No | GERD/acid reflux © Yes @ No
History of Dental Trauma ) Yes () Mo
Has your child had any serious illness not listed (71 Yes () No If ves
above?
Dental History
Has your child seen a dentist before? ) Yes (0) No
Previous dentist's name l:l
Has your child had any previous unhappy dental () Yas (0) No If yes | |
experiences?
Does your child have any habits (sippy cup, pacifier, ) Yes ) No If yes | |
thumb)?
Do you have any concerns with your child's teeth? ) Yes (0) No If ves | |
Do you have any concerns with your child's speech? () Yes () No If ves | |

Signature of Patient, Parent or Guardian:

X Date:



