Bill Schuyler, DMD, P.C.

DENTISTRY FOR CHILDREN 1741 West Havard Ave. (541) 672-5535
Roseburg, Oregon 97470 Fax (541) 672-7651

GET ACQUAINTED QUESTIONNAIRE

Today’s Date [0 New or [0 Update  Account Number
Child’s Name Soc. Sec. No. Date of Birth
Phone Age Sex School Grade
Mailing Address City State Zip
Home Address City State Zip

Please List Brothers and Sisters

FATHER'S NAME Date of Birth Marital Status
Address Soc. Sec. No

Employer Work Phone

Dental Insurance O Primary [ Secondary Group No

Insurance Mailing Address Phone

MOTHER’'S NAME Date of Birth Marital Status
Address Soc. Sec. No

Employer Work Phone

Insurance Mailing Address Phone

Who is Responsible For This Account?

Your Bank Account Number
In Case Of Emergency, Contact Phone
Address Relationship

IF ASSISTANCE IS RECEIVED FROM A STATE AGENCY, PLEASE PROVIDE THE FOLLOWING INFORMATION:

Agency

Child’s I.D. Number Legal Name

Adult’s Name on Welfare Card

WHOM MAY WE THANK FOR REFERRING YOU?




HEALTH HISTORY
A - DENTAL HISTORY

Date of last visit to a dentist Has your child complained about dental problems?
Have there been any unhappy experiences for your child? For you?
Does your child dislike going to the dentist? Do you?

Has your child had any injuries to the mouth, teeth, or head?

Summary (Doctor’s Use)

Does your child brush regularly? Do you assist? How often?

Is dental floss used by anyone in your family? Are disclosing tablets used?

Is fluoride taken in any form?

What is your child’s attitude toward dentistry?

Do you desire complete dental service for your child?

B - MEDICAL HISTORY
Child’s Weight Height Is your child in good health?

Comments

Have you ever been told your child has a heart murmur? Does your child have regular medical exams?

Date of last exam Reason for exam

Has your child ever been hospitalized? Reason

Has your child ever experienced an unfavorable reaction to drugs, including antibiotics (Penicillin) and local

anethestics (Novocaine)?

Does your child suffer from car or motion sickness?

Do you consider your child to be advanced in the learning process? [ Progressing normally? [ A slow learner?

At what age did your child first: SIT WALK TALK

Were there any problems in the birth of this child?

What medications, if any, is you child taking?

Has this child had any history of or difficultly with any of the following:

YES NO YES NO YES NO YES NO
O O ADD/ADHD O O Cancer O 0O Epilepsy O O Mastoid
O 0O AIDS/ARC O 0O Cerebral Palsy O 0O Fainting O O Measles
O 0O Anemia O 0O Chicken Pox O 0O Hearing O 0O Mentally Handicapped
O 0O Asthma O O cChronic Sinus O 0O Heart O 0O Mononucleosis
O 0O Autism O O Convulsions O 0O Hepatitus O O Mumps
O 0O Bedwetting O O Developmentally Delayed O O Kidney O O Rheumatic Fever
O 0O Bladder O O Diabetes O 0O Liver O 0O Seizures
O 0O Bleeding Disorders O O DownsSymdrome O 0O Malignancies O 0O Thyroid

O 0O Tuberculosis
Who is your family physican or pediatrician? Phone

Are your child’s immunizations current?




