Treasured Teeth


Patients name: __________________________
DENTAL HISTORY

1)   Please check reason(s) for seeking dental care

          ⁫ First Examination

⁫ Routine Check-Up

⁫ Toothache or swelling

          ⁫ Appearance of teeth

⁫ Crowding of teeth

⁫ Accident

      Other _______________________________________________________________

2)   Has your child been to a dentist previously?    ⁫ Yes       ⁫ No

          a) When was the last visit? ___________________________________________________________

          b) Have x-rays been taken?      ⁫ Yes    ⁫  No   When? ________________________________
          c) How would you describe your child’s temperament?

              ⁫ Regular Kid      ⁫ Shy       ⁫ Stubborn      ⁫ Anxious     ⁫ Frightened     ⁫ Outgoing 

              ⁫ Curious       ⁫ Moody    ⁫ Friendly       ⁫ Defiant       ⁫ High Strung    ⁫ Cooperative  

3)   How do you think your child will react to dental treatment? _______________________________

4)   Does your child brush his/her own teeth?     ⁫ Yes   ⁫ No

           a) When?      ⁫  AM    ⁫ PM         ⁫ After Snacks      ⁫   Before Bed     ⁫ After Breakfast   
5)   Do you brush your child’s teeth?          ⁫Yes           ⁫ No   

           a) When?      ⁫  AM    ⁫ PM         ⁫ After Snacks      ⁫   Before Bed     ⁫ After Breakfast   
6)   Do you or your child use dental floss in cleaning your child’s teeth?       ⁫Yes      ⁫ No  

           a) When?      ⁫  AM    ⁫ PM         ⁫ After Snacks      ⁫   Before Bed     ⁫ After Breakfast   

7)  Does your child have snacks in between meals?    ⁫Yes      ⁫ No  

8)   Have your child’s teeth ever been injured?       ⁫Yes      ⁫ No  

9)   Does your child have any of the following habits?

           ⁫ Thumb or finger sucking
⁫ Lip sucking or biting
⁫ Bottle to bed at night

           ⁫ Pacifier

           ⁫ Mouth Breathing



I hereby give permission to Treasured Teeth to provide dental treatment to my child, which the doctor deems necessary and appropriate.  Routine treatment may include, but not limited to, Cleanings, X-rays, Fluoride, topical and local anesthetic (injections), radiographs, nitrous oxide, etc.

Signature of legal guardian __________________________________Date__________________

