Sparkle Dental Health History Form

So we can ensure we are looking after your child’s needs, please review and complete the following
questionnaire. If you require assistance to complete this form or would like written material provided to you
in a language other than English, please advise our front office staff:

(Mst/Miss) Surname: M 00ve

First Name: Rar V\U( Preferred Name:

Address: 1 Acm shwo f\j Skveg) suburb: Halls Uead Postecde: 4210
Home Phone: 0434 2S( 059 Date of Birth: _ 2% /10 / L6177
Mobile Phone:

Email: amy geat-24 @ Nobmarl. ¢.om

Gender: WAtale 0 Female

Name of person responsible for fees: AM\’/ C{f\A @N’/f\ 6’{ an /MO Ore C\IOC\'\BI\PJ )
Emergency contact person: E*“U\lﬁifm Mooire Ph Number: 0% (6 S7% £77

Referred to our practice by: ‘Sqrm Q @ \:Ulf\ BQ,

Purpose of visi:_to_look intp 0wt [realbiig ol aicuays, reshns Rojue
fosturve  andk RRZIN /T rehferan -

Dental health insurance company: \

NARM -
is another member of vour family a patient at our practice: O Yes No

Medical History

List any allergies your child has?

Jelere  dusk Mfezrﬁiﬁji

Does your child have asthma? o Yes Eﬁo

List any diagnosed conditions your child has?

List any medications your child is taking: )
NQSM@( Nasal  Symy, F1 X0 Rde Junionr {‘sr\ N’\l([) )
B T T ’ | (
Clarenbyne  ankihistaming .

Name of GP/Medical Centre: Br Kﬁ*’\’\ﬂ, L\QY B p&’ lh“l?/m‘j-)’ and ﬁCWM)/ Pmﬂh’(,@.
Phone Number: QS Y 3l 3? gh@” S,[«N&J/, MO\I’)AULﬂj\}\




Symptom Checker

There are many signs and symptoms about your child’s health that you may not have known were
connected with your child’s teeth & health. By looking for and tracking these, we can get a better handie on
the problem and watch for resolution.

Please tick any of the following that apply. If you're unsure, tick it anyway. Write comments if you want.

During the day, does your child: History - Did your child ever:

Breath with their mouth open? Use a dummy? If so, until what age? 3 ta/

Make noises when breathing? Suck their finger or thumb? If so, which? o

Have learning or attention problems? E/

Have trouble concentrating? b/

Have any behavioural concerns?
g Shoel have raiced Concens ad
he i nek at M lawﬂ he sheuld L £orage .

Have trouble sitting still?

Attend speech pathology? .

N ro,Cume' (ﬁw LCheel.
Have trouble chewing meat or other
hard foods?

R BT BB

Frequently get tired? As a baby, was your chil
Born premature? If so, how many weeks? 3_ b/
Breast fed? If so, how many months? 0/ hee [fﬂs‘- o
While sleeping, does your child: Hard to breast feed? \3/

Have trouble going to sleep? Refusing to chew food? L\“\M\ \ja'um m/
he wewld  Ask  Cho g {J\Xf{er/y-
Prone to ear infections? g O
. Has nel- Rad dny ear mecHone  dolecled it
=B 55"“‘?’4"% in Yhe No¢ nad Tnner ¢ar pain and hag
) ? y q ;
e Did Y%%Tvﬂrh;v\é% One wr deum

Have their mouth open?

LN

Wet the bed?

Crooked teeth or braces? O
Grind their teeth?
Extractions for braces? O
Toss & turn/kick the covers off?
Allergies? 9/
Tilt their head back? Sgpmavy
in Yhe pask Asthma? &

Have frequent nightmares/terrors?

¥ Rarbert  [ahar Nk Wy Comer
and now Barber har Severe
Aach allergies, ae obhers Yot le nown.
¢ | myell & Guleed Mot
hare only €x ymmaef( allecgieq o ocalr

Sweat at night?

Wake up frequently?

AL, R

Have trouble waking up?

Have abnormal sleep issues? =3
AS of vecontly, Lakes up and

YW \recaure Cannck Sleey. .
How long since your child’s last dental appointment? N 0er™ e Lo the Aen st

When were previous dental x-rays taken?:

@ﬁesponsibie party’s signatu% AM\I MUOPQ . Date: ';l/ ﬁi/ 2032

ationship to patient: Mbu




