

	Date of Birth: 
	Childs PhysicianPediatritian: 
	Phone: 
	Yes No Is your child in good health Date of last physical exam: 
	Yes No Has your child ever had a health problem 7: 
	Yes No Is your child allergic to anything If yes what: 
	Yes No Are your childs immuizations current: 
	Please check if your child has been treated for any of the following: 
	o AIDS o Rheumatic fever o Shunts: 
	What is the reason for your childs dental visit: 
	Date of last cleaning  xrays if taken: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	r1: Off
	r2: Off
	r3: Off
	r4: Off
	r5: Off
	r6: Off
	Check Box7: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off

	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off

	Check Box17: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off

	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Text29: 
	Text30: 
	r7: Off
	r8: Off
	r9: Off
	r10: Off
	r11: Off
	r12: Off
	r13: Off
	r14: Off
	r15: Off
	r16: Off
	r17: Off
	r18: Off


