SOUTHTOWNS DENTAL SERVICEC, P.C.
Child Registration and History





                                                                              Date_________________________
Child’s Name ____________________________________M.I. ___   Birth Date________________ Age__________

Address________________________  City______________ State ____ Zip_________ Home Phone _____________
Parents Name ____________________________________________ Cell____________  E- Mail________________
Father’s Employer________________________________ Birth Date__________ Work Phone __________________

Dental Insurance Co._____________________________ Group #___________ Social Security #_________________
Mother’ Employer ________________________________ Birth Date__________ Work Phone __________________
Dental Insurance Co ______________________________ Group # __________ Social Security # ________________
In Case of Emergency Contact __________________________________________ Phone ______________________

HEALTH HISTORY

Physician Name & Address_________________________________________________________________________
Date of last physical examination ____________________________________________________________________

Is your child under a physician’s care now? ______________  yes  no   ______________________________________
Is your child receiving any medication or drugs? __________  yes  no   ______________________________________

Is there any excessive bleeding when cut? _______________  yes  no    ______________________________________
Has you child ever been hospitalized? __________________  yes  no    ______________________________________

Has your child ever had surgery?______________________   yes  no    ______________________________________

Is there any allergy to penicillin or other drugs?__________    yes  no   _______________________________________
Are there any other allergies: food, pollen, animals other ___   yes  no   _______________________________________
Does your child have good physical coordination? ________   yes  no   _______________________________________
Are there any emotional problems? ____________________   yes  no  ________________________________________

Has child any history of or difficulty with any of the following:

__ Anemia                __Chronic Sinus               __ Hearing                       __ Mastoid                       __ Thyroid

__ Asthma                __ Convulsions                 __ Heart                           __ Measles                       __ Tuberculosis

__ Bladder                __ Diabetes                       __ Kidney                        __ Mononucleosis            __Venereal Disease
__Cerebral Palsy      __ Epilepsy                       __ Liver                           __ Mumps                         __ other     

__ Chicken Pox        __ Fainting                        __ Malignancies              __ Rheumatic Fever         

DENTAL HISTORY
Date of last dental visit?___________________________                    Does your child brush teeth daily?________________

Has child complained about dental problems?___________                 Do you assist child with tooth brushing? ___________ 

Any unhappy dental experiences?____________________                   How often __________________________________
_______________________________________________                   Is dental floss used? If so how often ______________

Any injuries to mouth, teeth or head?_________________                    Are disclosing tablets used? _____________________

Any mouth habits, thumbsucking, nail biting, mouth                              Is fluoride taken in any form? ___________________
breathing, nursing bottle habits, pacifier, etc ___________                   Child’s attitude toward dentistry?_________________

Any unusual speech habits _________________________                   ____________________________________________

Any lost teeth ____________________________________
Have any missing teeth been replaced? ________________
Orthodontic appliances worn now or ever been? _________
What is your child’s favorite:  

 Sport _______________ Toy ______________ Hobby___________ Person___________ Fictional Character____________ 

Parent Signature _____________________________________________________________
