
Date: _____ Chart#: _______Patient’sname: ____ ___ _____

H’ MC ~ RI& N ~ ¶OTHER: (CircI~ only one: to be used for program funding
information) Charnorro. ‘ilipino, Caucasian, African American, Chinese, Japanese.
Vietnamese, Korean, ChuuLse, Kosrean, Marshallese, Palauan, Pohnpean.Yapese,
Other_______

For DentalUseGn~y:
ME ICAL ALE 1

-_________

ALLERGIES —____MEDICATION S

I Is yourchild in goodh~aIth’?
2. Is your child allergicto anything9
3. is yourchild receivinganymedicaltreatmentnow9
4. is your child takingany medicationnow9
5. Hasa physicianeverinformedyouthatyour child has

Asthma
b. Heartmurmur
c. Heartpioblem
d. High bloodpressure
e• Diab~t~s . ......

f Lung disease...
~, Rheumaticfever
P. Any blooddisease

Any bleedingtendency
j. Kidney di~e~e
k. Glaucoma,..,,,
1. Tuberculosis
Tn. Hep’ titi~ or liver disease
n. Epi1ep~y(Sizures)
o. Cancer
p. Any othermedicalproblemsor treatmentnot listed

6. Hasyourchild everbeenhospitalized7
7. Hasyourchild everhadafracturedjaw’?
8. Is yourdaughterpregnantornursing’?
9. Is your daughtertakingbirth control pills’?

CircleAnswer
Yes No
Yes No
Yes No
Yes No

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

No
No
No
No

Pleaseexplainall “yes~~ answers:



Circleanswer
1. Doesyour child brushdaily? Yes No
2. Doesyour child usefloss? Yes No
3. Hasyour child everhadproblemswith thelocalanesthesia’? Yes No
4. Hasyour child everhadproblemswith prior dentaltreatment’? Yes No
5. Doesyour child’s gumsbleedeasily’? Yes No
6. Doesyour child haveanytoothachesor dentalproblemsat the

presenttime? Yes No
7. Whenwasyour child’s last dentalcheck-up?_____________

Pleaseexplainall “yes” answers:

To the bestof my knowledge,I haveansweredevery questioncompletely
andaccurately. I understandit will be heldin the strictestof confidenceand
it is my responsibilityto inform the Departmentof Public HealthandSocial
Services(DPHSS) Dental Section of any changesin my child’s medical
statusand/ormedication. I authorizetheDPHSSDentalStaffto performthe
necessarydentalservicesfor my child.

PARENT’S/GUARDIAN’S SIGNATURE DATE

NOT W liE BELOW**************

History Reviewedby the Dentist(Dentist’s initials)

at follow-up visits) ——1E. U T (Complete

No changesin patient’shealthsincelast dentalvisit.
No changesin patient’shealthsincelast dentalvisit.

Initials Date
initials Date
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