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About Your Child

Welcome

To Qur Office

Welcome

Responsible Party (Father/Mother)
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CHILD’S NAME

NAME CHILD PREFERS TO BE CALLED BY US

AGE aM  QF DATE OF BIRTH

WEIGHT HEIGHT

N

kREASON FOR VISIT

s

/

s

~

FATHER’S FULL NAME

MARITAL STATUS QM QS Q4D

ADDRESS
CITY STATE ZIP
SS# BIRTH DATE

HOME PHONE#

BUSINESS PHONE #

EMPLOYER

OCCUPATION

MOTHER’S FULL NAME

MARITAL STATUS QM QS Q4D

ADDRESS
REFERRED TO THIS OFFICE BY (We wish to thank them:) cITY STATE ZIP
FULL NAME SS# BIRTH DATE
K / HOME PHONE # BUSINESS PHONE #
EMPLOYER OCCUPATION
Insurance \_ J

PRIMARY INSURANCE GROUP #

POLICY HOLDER NAME MEMBERSHIP #

SECONDARY INRUANCE GROUP #

POLICY HOLDER NAME MEMBERSHIP #

Nearest Relative/Friend
(emergency contacCt)
NAME
ADDRESS PHONE

ﬁ Additional Family Members
. (Who are seen here)

s

NAME BIRTHDATE
NAME BIRTHDATE
NAME BIRTHDATE

RELATIONSHIP
- J

kNAME

BIRTHDATE /

Jeffrey Bryson, DD, 3¢9 West Towa Avenue, Nampa, Idaho 83686 208.467.5100, Fax 208.467.5199



Medical History

Date:

CHILD’S PHYSICIAN NAME

4 )

ﬁ-IAS YOUR CHILD EVER BEEN DIAGNOSED AS HAVING ANY OF \
THE FOLLOWING CONDITIONS? PLEASE CHECK YES OR NO.

A Nursing bottle habits

Q Thumb sucking/Finger sucking
Q Pacifier

A Teeth grinding or clenching

QOYes QNo AIDS - HIV - STD’s
QdYes O No Anemia, Hemophilia, Bleeding Disorders
ADDRESS QdYes O No Asthma, Cystic Fibrosis, Respiratory Diseases
e Is your child presently under the care of a specialist QYes U No - Yes dNo Autism .
for any medical reason? If yes, what? - Yes dNo Blood Disease
’ ’ ’ QYes QNo Blood Transfusions
dYes QNo Birth Defects
SPECIALIST NAME PHONE NUMBER QYes QNo Bone or Joint Problems, Arthritis
. . QYes QNo Brain Injury
?
;D;)Sese})/(o?;irc]hlld have a history of health problems? QYes QNo OYes 0 No Bruising Easily
Yes, explain: QYes QNo Cancer or Malignancies
S— QdYes QNo Chemotherapy, Radiation
¢ Are antibiotics necessary for dental work because of a heart murmur, heart QYes QO No Child Abuse
defect, prosthesis, shunt or other medical reason? dYes U No QOVYes QNo Chronic Adenoid/Tonsil Infection
: : P QdYes O No Cleft Lip/Palate
o hild tly tak dicat ? QYes QN
T sg::;cD(ljse;')resen v taxing any medications ©s © QdYes O No Congenital Heart Lesion
yp ’ QYes QNo Diabetes, Thyroid, or Endocrine Disease
- - - — dYes QNo Emotional Disturbance
® Has your child had a history of taking medications QYes QNo QO VYes O No Neurological Disease, Cerebral Palsy
frequently? QYes QNo Eye Problems
* Has your child ever been hospitalized or had QYes QNo g zes g HO Excess!ve gleed.lng Problems
2 F hat? es o xcessive Gagging
surgery# Forwna QYes QNo Fainting or Dizziness
- - — dYes QNo Growth & Developmental Problems
e |s your child allergic to any drugs or medications? dYes QNo QYes QO No Heart Surgery
If yes, what? QYes QNo Headaches
QdYes O No Hearing/Speech Impairments
Is your child allergic to any latex, metals, or acrylics? QYes QNo QdYes O No Heart Murmur, Defect, Congenital Heart Disease
If yes, what? QYes QNo Hepatitis or Liver Disease
QYes QNo Hyperactivity/ADD
Does your child have any other allergies? If yes, what? OYes QNo OYes UNo Kidney Disease, Bladder Problems
QdYes QNo Mental or Developmental Delay
Has any member of the family, including your child, QYes ONo g ng g Hg ';A;;‘t; izgiioints
h | ith | thetic?
Cd a problem with general anesthetic / QYes QO No Psychiatric Care
QdYes QNo Rheumatic Fever
QYes QNo Sickle Cell Anemia or Trait
QYes QNo Syndrome
QYes QNo Other
QYes QNo Do you wish to talk to the doctor privately about a
K special concern? /
/Is this your child’s first dental visit? Q Yes Q No How do you think your child will act toward the dentist?
PREVIOUS DENTIST CITY
Has your child had recent dental pain?
DATE OF LAST VISIT
Any injuries to your child’s teeth or jaws? 0 Yes 0 No
When?
el
Doctor’s Notes:
History of: When?

Has your child experienced any unfavorable reaction from previous
medical or dental care? O Yes Q No (If yes, please explain)

\& J

Parent Signature Date



