Linda A. Crawford D.D.S., M.S., P.C.




Child Patient History Form
Practice Limited to Orthodontics & Dentofacial Orthopedics

8222 Douglas Ave., Suite 650, One Preston Centre, Dallas, Texas 75225 * Ph. 214.361.6644 * Fax 214.361.8467
PLEASE PROVIDE THE FOLLOWING INFORMATION FOR OUR FILES:
Patient's Name: ______________________________ ( Male  ( Female   Birth date ____________ Age _______
Patient’s Height ________ Weight _______ School & Grade __________________________________________

Home Address______________________________________ City, State ZIP ____________________________
Home Telephone ____________ Parent Mobile Telephone ____________ E-Mail ___________________________

In case of emergency contact________________________________________ Telephone __________________

Family Dentist ______________________________________ Date of last cleaning __________________________
Family Physician ______________________________________ Telephone __________________________________

Whom may we thank for referring you?_________________________________________________________ 
How may we be of service to your family? Please describe your dental concerns: ____________________________

_________________________________________________________________________________________________

Parent/Guardian Information:
Social Security #’s are needed if you would like extended financing through our office for services rendered or would like help filling out your insurance forms.  If parent is eligible for dental benefits through an insurance company or other dental plan please provide information:
Insured Name _________________________________________________D.O.B, for Insured:______________ Please give your insurance ID card to our receptionist for us to copy.
Father’s Name________________________________________ SS # __________________________________
Address____________________________ City, State ZIP ___________________Telephone __________________
Employed by________________________________ Business/Mobile Telephone _________________________
Mother’s Name________________________________________ SS # __________________________________
Address____________________________ City, State ZIP ___________________Telephone __________________
Employed by________________________________ Business/Mobile Telephone _________________________
Who will be responsible for payment of this account? ____________________________________________________

Medical History:
HAVE YOU BEEN DIAGNOSED WITH OR RECEIVED TREATMENT FOR ANY OF THESE CONDITIONS?
	Y  N
	Y  N
	Y  N

	( ( Birth Defects or Hereditary Problems
	( ( AIDS or AIDS Related Complex
	( ( Cardiovascular Problems

	( ( Chest Pain or Shortness of Breath
	( ( Patient is HIV Positive
	( ( High or Low Blood Pressure

	( ( Cancer/Tumor/Cysts/Growths 
	( ( Bleeding Disorder
	( ( Growth Deficiency as a child

	( ( Diabetes/High or Low Blood Sugar
	( ( Presently Pregnant
	( ( Endocrine or Thyroid Problems

	( ( Problems of the Immune System
	( ( Bone/Muscle/Joint Disorders
	( ( Polio/Tuberculosis

	( ( Eating Disorders (past or present)
	( ( Frequent Headaches
	( ( Attention Deficit/Counseling

	( ( Seasonal Allergies/Chronic Congestion
	( ( TMJ Problems
	( ( Hepatitis A/Hepatitis B

	( ( Asthma/Airway Problems
	( ( Ear or Nose Disorder
	( ( Hepatitis C


Please explain any “Yes” responses: ______________________________________________________________________________

_______________________________________________________________________________________________________________
In general, is patient in good health? Yes (   No (  If No, please describe: _____________________________________

________________________________________________________________________________________________

Is the patient presently under the care of a physician? Yes (   No (  If yes, please describe: _________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
List any prescription or non-prescription medications taken daily or frequently. Please list the medication, dose information and condition:  _________________________________________________________________________________________________

_______________________________________________________________________________________________________________

List any allergies to drugs or medicines: _________________________________________________________________

List any allergies to general supplies that are used in a medical setting (such as latex gloves): _______________________

________________________________________________________________________________________________

Have the tonsils or adenoids been removed Yes (   No (  If yes, when __________________________________

Does the patient brush his/her teeth in the morning? _____________ Afternoon? ______________ Bedtime? __________
Have any of the permanent teeth been removed (including wisdom teeth)? Yes (   No (  If yes, which teeth and why were they removed? ______________________________________________________________________
Does he/she have pain or "noise” in his/her jaws?  Yes (   No (  If yes, which jaw? ________Does or has either jaw “locked” open or closed? Yes (   No (  If Yes, describe: _________________________________________________
______________________________________________________________________________________________
Does he/she grind or clench his/her teeth? Yes (   No (  If yes, during the day? _________ at night? __________
Has he/she received an injury to the face, mouth, teeth or jaws? Yes (   No (  If yes, describe: _______________
___________________________________________________________________________________________
Has he/she had any operations of the head, face or jaws?  Yes (   No (  If yes, describe: ________________________
_______________________________________________________________________________________________
Does he/she have trouble chewing, talking, swallowing? If yes, please give details: ______________________________
_______________________________________________________________________________________________
Are there any oral habits (such as lip biting or thumb sucking)? ________________________________________

Does he/she play a musical instrument involving the mouth? Yes (   No (  Type ____________________________
Has he/she had “braces” before?  Yes (   No (  If yes, please explain: __________________________________________
Is your visit with us for a second opinion? Yes (   No (   ______________________________________________
Is there anything else Dr. Crawford should know to provide the best treatment possible for your family? _________________
_________________________________________________________________________________________________
I have read and understand the questions on this form. I will not hold Dr. Crawford or her staff responsible for any errors I have made in the completion of this form. If there are any changes in my medical/dental status, I will inform this practice. I authorize Dr Crawford to obtain any supporting information relevant to the information provided on this form.
__________________________________________________
_________________________
Signature of parent/responsible party
Date
Rev. 5/8/2007
(over)

