


Patient’s Name Date of Birth Date

Directions: Please circle appropriate answers and fill in blanks. If you don’t know an answer circle “(?)”.
MEDICAL HISTORY
Does the child have any history of the following?
Heart Problems or Murmur ........................... YESERR(?) - Vision Problems /.. i o i i, YES NO (?
Bheurmiatic Eever i tr o s e YES NO (? AsthmaiorWheezing.io.iv il i il iiinaas YES NO (?
Bleeding or Clotting Problems..................... YESNO (?)  Allergies or Hay FEVE .............coo....cooooerrrrmosiirrin YES NO (?
Sickle Cell Anemia or Trait ................cceuuen.... YES NO (? Feeding or Eating Problems.............ccccoeeveesrene. YES NO (?
AULISIN c.oovvrsssnasnnsnsessenssssssnassrsssenssensssnssssasensssrsess YESING! ()  Growth Problems.............c.ec.csesmiiemennesrensens YES NO (?
Aaspergor SyRdiome . oL L YESHIN (7) ' Corebral PaIBY.. . et ibiet it YES NO (?
Obsessive Compulsive Disorder (OCD) ............. YES NO (?)  Ear or Hearing Problems............................... YES NO (?
ADE O ADEI S-S I SRS R S T YES NO (? SpeschiDiffictlties e - 8 il eiin S in s b i YES NO (?
ClgihliponPalate - o0, oo e YES NO (?)  Hepatitis or Liver DiS€ase ............o.cocovverervernnnnn. YES NO (?
Birth Defects or Genetic Disorders............... AESRMEIT) T Diaketes s n it e i S YES NO (?
Seizure Disorders/Epilepsy ..........cccceveernnee. YES NO (? ?
Developmental Delay ...........ccc.coccereerssnnnsress YES NO (? ?
DOWD Syfdromestr s o YES NO (? YES NO (?)
BoneorJoint Problems ...t ien o YES NO (?
rfs TN | B L e e S R S YES NO (?
Name of child’s physician Date of last visit
Address Phone #
Isithe child curently iniderihe care ot alphysician?s: s i sammmmarae s L ST L (et RSty b e e R U o o YES NO (?)
If yes, for what condition?
isihe child.currentty taling any. MeaiCatiDng 2l e Lo s e Sas S eI T e L e L DG S s Lo (LT oo, YES NO (2
If yes, list
for what condition
Has the child had an allergic or unfavorable reaction to any medications? YES NO (?)
To what Reaction
Has the'chiildlevel beeHosplalized 28 & i PR L A o e e S0 BN 8L SIS s e Ry WA O AT YES NO (?)
Age Reason
Has theichildibesn treated ih e OTIeTGBNCY/TODM s s st e T M e o ke s Sl o 1 N SR S SR RO YES [NO3 (?)
Age Reason
Is there any additional medical information about the child not reported above 2 T N A A S e YES NO (?)
If yes, describe
DENTAL HISTORY
Why is the child seeking dental care? [1CheckUp  [Toothache [JCavities O Injury [J other
Has the.child beento aidentistibefore?us %ok L Lk b it i CIEN COMTEme Dot aie 1 Sa st 0 e e YES NO (?)
If yes, give date of last visit
Has the child had any of the following dental problems?
Injuries to mouth or teeth...............c.c.cucuc... T L O T T D T e A T T O e P et Pt e e e ety ey e YES NO (?)
Toothaches................... .o YES ENOE (?)
ADSEeS8e8 (U DIl o i BTSN S RE e e YES NO (?)
Other (specify) YES NO (?)
Does the child have any of the following habits?
e O T S KRG L R L e NO (?)
ifoothignnding oy clenching s N D e e e e e NO (?)
Other (specify) NO (?)
Does the child receive fluoride tablets, drops or vitamins with fluoride? NO (7)
Does the child use a fluoride rinse at home or school?.............cccccvunn....... - NO (?)
Is there any additional dental information we should KNOW? .............coevoeoooeooooeoooeon NO (?)
If yes, describe
SOCIAL & BEHAVIORAL HISTORY
Do'you thinkithe child will.cooperate for. dertal tEaIMONt? . ......... . sseesmssostssinsssisiivmssant ottt o e Sl YES NO (2
Has the child had a previous bad or fearful dental or MEdICal EXPEHENCE? ...............oooooorooeroooosrseessoseesssoes e YES NO (?
Which of the following best describes the child?
Advanced in the learning process Progressing normally Slow learner
Does the child have any history of emotional or BEhaVioral PrODIBMS? ...........o....o.cooveeeeeeeeeeeeseeess oo eee e e oo e e YES NO (?)
If yes, describe
Isthere any additjohallinformmation We S ROUIAIKNOW 25Tt s e T o o R s s ST R I S ) YES ENO! (?)

If yes, comment

Your child is a minor; therefore, it is necessary that signed permission be obtained from a parent or guardian before any dental care can begin.

| acknowledge that the above information is correct and grant this office permission to provide my child’s dental and related medical/surgical treatment as
deemed necessary, utilizing proper and acceptable methods used in the specialty of pediatric dentistry to complete same treatment, including diagnostic
radiographs. If my child ever has a change in his/her health or his/her medications change, | will inform the doctor at the next appointment without fail.

_Signature of parent or legal guardian Date

Dentist’s remarks:
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Pediatric Dental Care Associates
8981 W. Sahara Ave. Suite #110
Las Vegas, Nevada 89117
(702) 254-4220

Privacy Rule Patient Consent Agreement
Consent to the Use and Disclosure of Protected Health Information for
Treatment, Payment, or Healthcare Operations (164.506(a))

l, understand that as a part of my
health care, Pediatric Dental Care Associates (PDCA) originates and maintains health records describing
my health history, symptoms, examination and test results, diagnoses, treatment and any plans for
future care or treatment. | understand that this information serves as:
e Basis for planning my care and treatment;
e A means of communication among the health professionals who may contribute to my health
care;
e A means by which a third-party payer can verify that services billed were actually provided;
e Atool for routine health care operations such as assessing quality and reviewing the
competence of health care professionals;

| have been provided with a copy and understand the Notice of Information Practices that provides a
more complete description of information uses and disclosures.

| understand that:

e | have the right to review PDCA’s Notice of Information practices prior to signing this consent;

e That PDCA reserves the right to change the notice and practices and that prior to
implementation will mail a copy of any revised notice to the address I've provided if requested;

e | have the right to request restrictions as to how my protected health information may be used
or disclosed to carry out treatment, payment, or healthcare operations and that PDCA is not
required by law to agree to the restrictions requested;

e | may revoke this consent in writing at any time, except to the extent that PDCA has already take
action in reliance thereon;

| requested the following restrictions to the use or disclosure of my protected health information:

Accepted Denied

Signature of Parent or Legal Representative Witness

Printed Name of Patient or Legal Representative Witness

Date:










