


. . Why did you brlng the chlld to the 5 Has the child ever had any of the

dentist today? . following medical problems?
: N Abnormal Bleeding N Handicaps / Disabilities

N Allergies to any Drugs Hearing Impairment

Has the child ever had a serious / difficult problem associated

N Any Hospital Stays Heart Murmur

Y

Y

Y

with previous dental work? [[1Yes [1No N Any Operations Ve
Y

Y

Hemophilia
N Asthma
N Cancer
N Congenital Heart Defect Y
N Convulsions / Epilepsy Y
N Diabetes Y

Is the child’s water fluoridated? [1Yes [iNo
HIV+ / AIDS

Is the child taking fluoridated supplements? [ Yes [ 1No . i
Kidney / Liver Problems

Has the child ever had any pain / tenderness in his / her Rheumuiic. / Scariet Eever

Tuberculosis (TB)

< < < <X < < < < =<

N
N
N
N Hepatitis
N
N
N
N

jow joint (TMJ / TMD)? ['I1Yes [1No
Does the child brush his / her teeth daily? | [Yes [ INe | .. Please discuss any serious medical problems that the
Floss his / her teeth daily? [1Yes [INo & child has had:
Child’s Physician:
Phone #: Date of Last Visit:

Is the child currently under the care of a physician?( 1Yes | INo

Please describe the child’s current physical health: : Does the child have any of the

[0 Good [ Fair [1Poor following habits?

Lip Sucking / Biting
Nail Biting
Nursing Bottle Habits

Please list all drugs that the child is currently faking:

Thumb / Finger Sucking

Please list all drugs/materials that the child is allergic to: Bu office is commitied 16 ic<ting of < xceeding

the standards of infection control mandated by
OSHA, the CDC and the ADA.

| understand that the information that | have given status. | authorize the dental staff to perform the necessary
is correct to the best of my knowledge, that it will be held in dental services my child may need.

the strictest of confidence and it is my responsibility

to inform this office of any changes in my child’s medical Signature of parent or guardian

The Pureni- -r Gu;:lrdiun who "“"“‘Pume the child is respons:bie for PGYmenf
at time of service unless prior urrangemenl‘s have been approved.

_OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY éFFfl_sE"__@;F_ ONLY

I verbally reviewed the medical / dental information above Medical History Update

with the parent / guardian & patient named herein. 1. Date: Signature:

Initials: Date: Comments:

% Deoctor’'s Commentds:

2. Date: Signature:

Comments:
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Dr Don (astellarin

G@aﬁng Smiles fc;r @Qfe

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY
PRACTICES

L. , [patient’s name]| acknowledge that I have received,
reviewed, understand and agree to the Notice of Privacy Practices of Dr. Don
Castellarin, which describes the Practice’s policies and procedures regarding the
use and disclosure of any of my Protected Health Information created, received or
maintained by the Practice.

Print Name

Signature

Date

If applicable:
Patient Representative Name

Description of Relationship With Patient



