STEVENSON DENTAL CLINIC FOR CHILDREN (SDCC)

Eugene D. Stevenson, Jr., D.D.S. – Pediatric Dentist   www.iamallsmiles.com
11165 La Quinta Place, El Paso, TX  79936  (915) 591-1999;  fax: (915) 591-3201 

MEDICAL HISTORY & PATIENT INFORMATION

PATIENT’S NAME______________________________NICKNAME________________________DATE OF BIRTH________________AGE_________

SOCIAL SECURITY NO._________________________RESPONSIBLE PARTY SOCIAL SECURITY NO_____________________________________

DATE__________________SEX_____________RACE________________SCHOOL________________________________GRADE______________

PARENT/GUARDIAN___________________________________TEL(HOME)_________________________(WORK)___________________________

ADDRESS________________________________________________________________________________________________________________



HOUSE NUMBER & STREET



CITY

STATE

ZIP CODE

NAME OF CHILD’S PHYSICIAN______________________________TELEPHONE____________________DATE OF LAST VISIT________________

REASON FOR DENTAL VISIT________________________________________________________________________________________________

AUTHORIZATION---FINANCIAL RESPONSIBILITY—INSURANCE INFORMATION
1.  What type of insurance benefits is your child eligible for (Medicaid/SSI/CCD)? ________________________________________________________

2.  If family is not living together, name of person responsible for child:_________________________________________________________________

3.  I, parent/guardian, understand payment is due IN FULL at the end of each visit___________________________(initials)

MEDICAL HISTORY

1.  Is your child currently being treated by a physician? YES_____  NO_____  Details________________________________________

2.  Has your child ever been a patient in a hospital?  YES_____NO______  Details__________________________________________

3.   Has your child ever been a patient at the Emergency Room?  YES_____NO_____Details_________________________________

4.   Has your child ever received general anesthesia?  YES____NO____Details____________________________________________

5.   Is your child allergic to any medications/foods?  YES____NO____(Penicillin, aspirin, codeine, foods, etc.)_____________________

6.   Is your child currently taking any medications? YES____NO____If yes, what?___________________________________________

7.   Has your child ever received blood or blood products?  YES ____NO____Details________________________________________

8.    Is there a history of family illness/hereditary disease? YES____NO____Details_________________________________________
9.   Is your child current with immunizations? YES____NO____

ILLNESS – Please check if your child has ever been diagnosed with the following conditions.

___Anemia/Blood Problems

___Gastro-intestinal Problems(stomach)

___Sickle Cell Anemia

___Allergies


___Hearing Loss



___Speech Problems 
___Arthritis


___Heart Disease/Surgery


___ Tonsil/Adenoids

___Artificial Heart Valve

___Hemophilia



___Tuberculosis

___Artificial Joint


___Hepatitis Type A or B


___HIV

___Asthma


___Jaundice



___Eyes, Ear, Nose, Throat

___Autism


___Kidney/Bladder



___Blood-Circulatory

___Birth Defects


___Leukemia



___Muscles

___Bone/Joint Problems

___Liver Problems



___Nervous System

___Brain Surgery


___Measles



___Excessive bleeding

___Cancer


___Mental Retardation


___Fainting

___Cerebral Palsy


___Mouth Ulcers



___Scoliosis

___Chicken Pox


___Mumps



___Scarlet Fever

___Cleft Lip/Palate


___Murmur

___Convulsions/Seizures

___Nutritional

___Cortisone Medicine

___Orthopedic Problems

___Diabetes/Endocrine glands
___Pneumonia/Lung Problems

___Emotional Disturbances

___Polio

___Epilepsy


___Radiation Treatment

___Eye Problems/glasses

___Rheumatic Fever

Does your child have any other disease/syndrome/condition/problems not listed, please list?__________________________________

DENTAL HISTORY
1.  Has your child been seen by a dentist before? Dentist Name ______________________________________________________________________

2.  Was your child breastfed?  How long? ________________________________________________________________________________________

3.  Did your child use a nursing bottle? How long? _________________________________________________________________________________

4.  Does your child go to sleep with a bottle? Contents (juice, milk, water, other) _________________________________________________________

5.  Does your child eat between meals? _________________________________________________________________________________________

6.  Does your child eat sweets frequently? (candy, soda, other) ______________________________________________________________________

7.  Could you change your child’s diet if recommended? ____________________________________________________________________________

8.  Does your child drink city, well or bottled water or a combination? __________________________________________________________________

9. Does your child use fluoride, fluoride vitamins, fluoride rinse/gel, or fluoride toothpaste? _________________________________________________

10. Does your child brush teeth upon rising, before bed, after meals? __________________________________________________________________

11. How many times per day does your child brush teeth? __________________________________________________________________________

12. Is your child supervised while brushing? ______________________________________________________________________________________
13. Does your child floss teeth? _______________________________________________________________________________________________

14. Has your child’s teeth been injured in the past; how old was your child? _____________________________________________________________

15. Does your child have any of these habits: thumb/finger sucking, jaw clicking/pain, cheek biting, or teeth grinding/clenching? ____________________

16. Do you use child restraints and seat belts in your automobile? ____________________________________________________________________

17. How do you expect your child to react in a dental chair (very well, moderately well, or poorly)? ___________________________________________

PARENTAL ACKNOWLEGEMENT
To the best of my knowledge, all of the preceding answers are true and correct.  If my child ever has any medical changes in health, as well as , medication changes, after today, I will inform the Doctor in written form at the next appointment, without fail.

___________________________________

________________________________________________________________________


Date






Signature of Parent/Guardian
