PATIENT NAME NO. SEX: MO FOQ

AGE ![;ATE OF BIR'IIH SOCIAL SECURITY NO.

NAME OF PHYSICIAN/GROUP DR. TELEPHONE

1. Date of last physical exam [l Routine [] liiness PLEASE DESCRIBE "VEY' AtOMERS

2. Have you been hospitalized in the last five years? dYes [No

3. Are you undergoing any medical treatment? dYes [INo

4. Are you presently taking any medication? [dYes [No

5. Have you ever had a reaction to a medication? [dYes [1No

6. Are you allergic to: (Please check box) [] Penicilin ] Aspirin .

[ Local Anesthetic [] Other Medications Describe:

7. Do you bleed abnormally after cuts or extractions? [dYes [dNo

8. Have you ever been treated with X-Ray or radiation? dyes [dNo

9. Have you taken steroids (Cortisone) in the past two years? dYes [dNo
10. Do you smoke or use smokeless tobacco? How much? I:] Yes []No

11. Please check if you had any of the followmg

:]AlDS : : :
{1 Alcohol Addr«chon
D) Allergy i _
] Anemia ' Sold Sores
[ Ankles Swall =
'EIArthrms -" &

Hearing Problem

| Asthma
(1 Blood Disease
(] Bruise Easily
JAW RELATED PROBLEMS =
{1 Bite Feels Uncomfortable
| Difficulty: Openfnnglasmg: Mutﬁh
J Injury to Jaw Nack Head :

12. (WOMEN) Are you: [] Pregriant [ or Take Birth Control Pills CYes [ONo COMMENT

13. Are there any other physical, mental or emotional problems dYes [QdNo
we should be aware of?

14. Who can we thank for this referral?

ﬁ;}';g;ﬁ?&l [ Stil Uses Baby Bottle
EI Takes Flucﬂde Supp man

[C] Habits: [:[ Thumb Suckmg | Finger Suckmg ) F‘acﬁ'ar D Dthe_

Is there anything else we should know about your child?

PLEASE COMPLETE BACK SIDE
HEALTH HISTORY AND UPDATES




