PAUL L. PASTERNACK D.D.S., P.A.
CHARA E. PASTERNACK, D.M.D.
CHRISTINE R. BIONDI, D.M.D.
DENTISTRY FOR CHILDREN
Health Questionnaire

Child’s Name Age Date of Birth

Whom May We Thank For Referring You Male Female

Name & Address of Physician (Routinely Visited)

Medical History - Pl ircl rn Please indicate the names of your other children we treat:

Is the child now in good health...........cccocovvvvniccrninnn, Yes No

Is the child under the care of a physician ...........c.cccceeueee Yes No

Has the child had SUrgery.........cccooererricicecceeeae Yes No

Has the child had a history of:
Excessive Bleeding Yes No Nervous Problem Yes No
Heart Trouble / Murmur Yes No Fainting Yes No
Blood Pressure Problems Yes No Dizziness Yes No
Asthma Yes No Diabetes Yes No
Kidney Infection Yes No Anemia Yes No
Rheumatic Fever Yes No Tonsillitis Yes No
Ear Infections Yes No Tuberculosis Yes No
Adenoidectomy or Tonsillectomy Yes No Mumps Yes No
Measles Yes No Chicken Pox Yes No

Has the child had a allergy to:
Antibiotics Yes No Local Anesthetics Yes No

Other Allergies

IS the Child reCeiviNg aNY MEAICATION. ..o ittt bbbttt Yes No

Please describe any current medical treatment; including drugs, impending operations, recent injuries or other information the doctor should be aware of:

Dental History

Is this the child’s first visit to the dentist No

IS TNE CRIA WOITIBA. ...ttt b bbb bbb s b o5 b b £eb s o4 e b b4 b s £ e b b e S e b e s e s e b et et b et b e b e s b e b e b e b et et s et s es et s s No

Do you have fluoridated water in the home (or does the child take fluoride tabIEtS).............cvvivieiiiiiii s Yes No

Have the child’s teeth been treated With fIUOMIAES. .........c.ovcieiieecee ettt ettt ettt ettt s s e Yes No

Have there been any injuries to the teeth............ No

If there was a previous dental experience No
How long since his/her last visit to the dentist
WS T SATISTACTONY ....vvtctteictcet ettt bbb bbbt bbb s e bbb bbb bt e s bt e b b e b e s e b e b e s e b et e b e b et e b b et e s b et e s bt e s enets Yes No
WEIE X-RAYS TAKEN ... s8££ h et s et Yes No
WaS @ 1001 @NESTNELIC GIVEN .....vice ettt e st Yes No
Was there @ NiSTOry Of ABNTAI GBCAY .........cciiiiiiiee ettt ettt ettt sttt st sn s s s s s s Yes No
Were any teeth remMOVEd DY BXIFACTION .......c.ciiviiciiececc et b et se et b e et b s se et e s e s ss et e et s e b e st esese s sene e enes Yes No
Were there any SPECIAI PrODIBIMIS ........iviuiiieeececeet ettt ettt ettt et se ettt et e b bt e e st et e s e s et e b e et e s es s esebesess e s et e et esese s et ebese et esese s Yes No

Does the child have a history of:
Thumb sucking (or finger) Yes No Tongue Thrusting Yes No
Mouth Breathing Yes No Nail Biting Yes No
Biting Hard Objects Yes No What age did your child get off the bottle

What age was the pacifier discontinued

How many times does the child brush his/her teeth each day?

Permission is hereby granted to the doctor to perform any necessary dental work for this child, after consulting with parent.

Name

Address
Signature Date City, State, Zip

Telephone

Relationship:






