Don R. Gifford, D.D.S. ¢ 2230 K. University Parkway V&
Q Buliding 8, Suite B 0
P e in-Office #

The answars to the foliowing questions are of great value in
aiding us to a batter understanding of your child.

PATIENT INFORMATION

Nama: Nicknama, if any:
Birthdate: Age: Hobbias:

Home Address: City/State/Zip:
Homa Phone Number: Physician or Pediatrician:

Family Dantist; Social Security Number:

Parent’s or Guardians’ Nama:

Purpose for this appointmaent:

Whom may wae thank for rafarring you to our office:

MEDICAL INFORMATION: PLEASE RESPOND TO EVERY QUESTION

A. Has your child ever baen hospilalized or beer: in a hospital?

Emergency Room? i yos, why?
B. s your child now under the care of a physician?
If s0, why?

C. List the medications your child is now taking:
D. List your child's allergies: )
E. Has your child ever had a reaction to penicillin or any other drugs?

I so, what drugs?
F. Doas your child take any type of fluoride at present?
G. Doas your child now have or has he/she ever had any of the following? (check yes or no)

yes no yas no
Rheumatic Faver .................. L e = Sickle Cell Disease or Trait..........cccoouuue L, u
Hean Diseass...........oeeveenen, [ = BIOOD DiSOIABIS ... eeverecearsrsereneresrsserens = aee e
Hear MUIMUT .....ccorverererrnnens = e .2 Brain Damage ......c.cvvericeenremsresereensenonens o o
Liver DiS@ASE.....c.ccevmrereeenee = . 8 Mental Retardation............coowrmeevveereens = o, e
Kidney Diseass............cc.ceereres 3 .. e COrRDIAl PAISY ...ooueornrveesinsaseesrsssmnesens 3 st reasesserarsssssssns =
Bladder Disease ..................... ... .0 Hepatitis oo eeeesens e seesesnensetsesransrts ) vervsesanssnsnteesmasas 0
Respiratory Disease ............... 0. e Diabatas ... coveererccrrirerrsnbrissiicssnirssesans | O
Asthma/Tuberculosis .............. = B Epilepsy SOOIV = BUYOOUTRRRN o
ANBMIA .cvicreerrecrinrrereeeerisnenss LI et O BIrth GBTOCES «.vvecreeererreecss e meessarosseesee D) rersrsesssnrsnbosssses a
CANCAT coorerreeteerr e reeeans e WU Other

1. Has your child had history of (0 thumbsucking, {1 fingersueking, [ lip biting, or L3 nail biting? {chack)

Has your child had any unfavorable experiences in a ) dental or (0 maedical office? (check)

2
3. s your child high strung or gaeneralily nervous?
4

Has your chikl had a tocthache recently?

Because your child is a minor, a signed permission is required from a parent or guardian before any dental service can bagin.
Authorization is hereby granted, furthermore, | will be responsible for any bill incurred on this child for dental treatment and if collection
procedures are initiated, | agree to pay all costs and expenses, including attorneys fees and interest at an 18% annual rate, incurred
during the collection process. | understand that where appropriate, credit bureau reports may be obtained.

DATE SIGNATURE




