PARENTS BELEIFS ABCUT DENTAL DISEASE
Do vou balieve:
1. dental disease is inherited? ® yes K no
2. lack of milk in the diet leads to weaker teeth? & yes B no
2. brushing alone will keep teeth and gums hesithy? ves B no
4. eating the right foods {diet) is enough to prevent cavities and gum disease? B yes B no
5. you can inherit weak teeth? ves B no
§._your child is capable of properly brushing/flossing his own teeth and gums? ves B no
DENTAL HISTORY
1. Is this your child's first visit to a dentist? ves B no If MO, give date of last examination.
Dentist name and address.
Yas it satisfactory? ves B no  Were x-rays taken? #H yes B ne
2. +as your child ever had any of the foliowing? EDental decay EAbscesses(gum boils) #Toothaches
#HBad breath EHCold sores (fever blisters) #fFrequent sore throats
EStained leeth  EBleeding gums Einjury to front teeth
FSensitive teeth BECther.
Explain
3. Does {or did} your child have any habits which may affect oral health?
EClenching or grinding testh #HMouth breathing ®Finger or thumb habits
MPanifier habit HLipfongue sucking EOther,
Explain,
4. Does your child have a speech problem? ® yes B no  Explain
5. Tocth Cleaning inventory.  Frequency. ®Oaily HEvery otherday EWeekly Times per day.
When.
Type of toothbrush . Type of tocthpaste? Amount?
Dental Floss H yes B no
Disclesing tablats yes B no
Who is responsible for tooth cleaning? EParent BEChid ®EBoth
Reasons for brushing/flossing your child’s teeth and gums2
Have you receive instructions on how to control dental disease? & yes no
6. Fluoride Inveniory. Water fluoridation # ves B no HEUnsure
1s your child using: Fluoride supplements yes B no What kind?
Fluoride rinse # yes B no What kind?
Fluoride tocthpaste B yes H no
7. Does your child snack?  yes E no List a few of his favorite shacks?
8. Do you feel any of these favor or promote dental decay? & yes B no
9. s there a history of tooth decay in the family? H ves no
Mother's side B ves B no  Explain
Fathet's side ves B no =
Brother's ves B no
Sigter's ves [ no
Comments.
10. Has any one in the family womn braces? ves B no Who?,
11, Are you familiar with the term *Preventive Dentistry™? # yes ® no
12. Are you aware of sealants (plastic coating for testh)? ves [ no
13. Is there a history of missing or extra teeth in the family? ves B no Who?
14. Are you interested in a program to feach you and your child how to conirol dental disease? yes B no
Why? :
15. Have you noticed gray in the back of your child's mouth? yes B no
16. Is there anything with your child's smile you would iike to improve? H yes B no
Additional comments:

| give my permission to Dr. Francisco Arias and his staff io freat my child who is named above. | understand that Dr, Francisco Arias and such assistants
as he may designate o treat the aboved named patient will use restorative, oral surgery and patient management techniques that are reasonzable, and
necessary and advisable. | also authorize the administration of anesthatics or anaigesics that may be deemed advisable by Dr. Arias. | understand that the
treatmertt plan to be presented along with the fees cutlined, could change depending upon the time ¢lapsed since the intial examination and the extent of
dental pathology. Furthermore, by signing this, 1 agrees to be responsible for full payment of all charges for dental services performed on the above named
patient.

SIGNED RELATIONSHIP TO CHILD DATE
(\healthqu.dog)




PLEASE COMPLETE THIS QUESTIONAIRE, ALL INFORMATION IS CONFIDENTIAL. ALL INFORMATION AIDS US M UNDERSTANDING YOUR CHIED BETTER.

GENERAL INFORMATION
Child's name. Age— Years and Months, Sex EMale EFemaie Weighteeee
What is the reason for this appointment? consultation gomplete exam pain [ other.
What is the parent's level of dental apprehension? B high medium low E none
Describe your child {check as many as apply). # agressive | H friendly H active ® spolied
B quiet E fimid talkative managable
unmanagable # talkative insecure independent
How do you think your child will respond today? well moderately well moderately bad  H bad [ don't know
‘ MATERNAL-PRENATAL HISTORY
Was child adopted? ® yes B no If no, please answer the following guestions:

Did you have a normal pregnancy and defivery? yes no Explain.
Any difficulties or complications during pregnancy? B yes & no Explain

Experience any of the following during pregnancy? ESevere morning sickness [ Taking medications, antibiotics, etc...
FPhysical trauma or injury B 1liness (other than colds or fiu)

EOther Explain,
BIRTH HISTORY
EFul) term EPremature— . wks ENormal Delivery EForceps Delivery  EfCesarean Delivery
EComplications during delivery; please explaia
] Birth weight . Ibs. Birth lenginm—— i
NEONATAL HISTORY (Birth-1 month)
Did your infance experience any of the following? #Jaundice BBreathing difficulfies HFeeding difficutties
®MHigh fevers ®Serious illness Eintubation
®MOther  Explain. _—
GROWTH AND DEVELOPMENTAL MILESTONES
ESitting alonge—.mo. FECrawhngem e MO. EFirst word——— mo.
EdFirst tooth .. Mo. EStanding along——— mo. EWalking alone._.. mo.
FEEDING RISTORY
EBreast Fed EBottle Fed
ETotally. HOW (0NG2msmmmens  MO. ~ [MReady-to-feed formula
ESchedule frequency FFormula reconstituted with water
EHOn demand feeding EHCther
FBedtime feeding Average time of each feedingmemrmmrm———ao.
HSupplemental bottie. When beganZee M0, Bed time bottle Flyes ®ENo Contents
Fweaned ... MO. Boitle used as pacifier EYes [ENo ContentSomm——
i — Age boitle discontinue. .
MEDICAL HISTORY
1. Does your child have any medical problems? Explain._. M yes F no
2. Did your child have a history of health problems at birth or during his initial years2 F yes B no
3. Is your child taking any medication or drugs at this time2 & yes no
4. Has your child ever had any unfavorable reactions to food, drugs or medicinea2 E yes  no
5. Has your child ever been hospitalized or injured2 yes B no
When, \ihere Why.
6. Does your child have any limitation to physicat activities? Explain i yes @ no
7. Has your child had any history of the following? EAllergies EBreathing problems  ERheumatic fever EAsthma
EDiabetes MKidney/liver problems EHeart trouble EBlood disorders HMental/femotional problems  EEar infections
EHIV-Aids EConvuisions FMHepatitis BCancer HOther
£xplain

8 Does your child have regular medical evaluations? Bl yes no Date of last medical examinatiox

9. Name of pediatrician or family physician—,
10. Current Immunization: EDPT#1(2mo.) EHOPT#2(4mo) EDPTES(Gmo)  EDPT#A(15mo)
EPotio (2mo) FPolio (18mo) Ehieasles mumps,fubella (15mo).
11. Does your child have problems in (for children 24 mo. and oider) ‘
MConcentrating Elearning EHCooperating  ElUnderstanding
12. How do you discipline your childz

13. Is there additional medical information we shouid know

COMMENTS: — —

FRANCISCO ARIAS DDS., MS., PA HEALTH QUESTIOMNAIRE _Please continue on other sidesr





