


Any unusual speech habits

YES NO

Any lost teeth

Have missing teeth been replaced

Orthodontic appliances worn now or ever been

Child’s Physician

o O Summary {for doctor’s use)
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g o
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HEALTH HISTORY

Date of last physical examination

Is child under care of physician now

Is child receiving any medication or drugs

is there any excessive bleeding when cut

Has child ever been hospitalized

Has child ever had surgery

Address Phone
Results

YES NO YES NO
O O Is there any allergy to penicillin or other drugs O O
O (I} Are there other allergies:food-pollen-animals-dust-other __ O O
(] 0 Does child have good physical coordination
[ B} Are there any emotional problems O O
O 0 Summary (for doctor's use)

HAS CHILD ANY HISTORY OF OR DIFFICULTY WITH ANY OF THE FOLLOWING:

YES NO

Z T Anemia
—  Asthma
—_ .. Bladder

- Cerebal Palsy
e Chronic Sinus
Convulsions
Diabetes
Epilepsy

LELTILY |
ey

YES NO YES NO

O O Fainting 0O @O Mononucleosis
O O Hearing O O Mumps

O O Heart 0O O Rheumatic Fever
0O 0O Kidney O [0 Heart Murmur or
O 0O Liver Prolapsed Valve
O O Malignancies O O Thyroid

0O O Mastoid O O Tuberculosis

O O Measles O [0 Other

Signature of Parent or Guardian

Relationship to Child

Signature of Dentist




