1. MEDICAL HISTORY
2.

Does your child have any allergies (Medication, Food)?
If YES please explain:

3. Has your child been diagnosed with bleeding disorders, heart conditions,

YES

NO

YES

NO

seizures, or cancer? If YES please explain:
4.

Has your child physician told you that your child needs antibiotic treatment prior to
any dental procedure?

YES

NO

5.

Has your child been diagnosed with any other medical condition?
If YES, what is the diagnosed condition?
If YES, has the above condition lasted more than 12 months?

YES

NO

YES

NO

YES

NO

6.

Does your child currently use medication(s) prescribed by a Doctor, other than vitamins?
If YES please specify:

7.

Does your child need more medical care, mental health or educational services than is
usual for most children of the same age?

YES

NO

8.

Is your child limited or prevented in any way in his/her ability to do the things that most
children of the same age?

YES

NO

9.

Does your child need or get special therapy such as physical, occupational or speech
therapy?

YES

NO

YES

NO

10. Does your child have any Kind of emotional, developmental or behavioral problems for
which he/she needs treatment or counseling?

11. During the past 12 months how often has the child’s condition (medical, behavioral, emotional or
developmental) affected his/her ability to perform daily activities in school or at home?
.
Never
Rarely
Usually
Always
Don’t know
12. Does your child experience difficulty with any of the following:
. Breathing (Respiratory problems)
Hearing
Eyesight
. Self care (eating/ dressing/bathing) paying attention/listening
.

Anxiety / depression

Sleeping
Speaking/communicating

Ο NONE

13. Does your child see a specialist(s) to receive treatment for any condition listed above?
If YES, please complete the following:
Doctor’s name:
Specialty field:
Doctor’s Phone number:

YES

NO

14. Does your child have any of the listed habits? (Currently or had in the past)
.

Thumbsucking

Mouth breathing

Tongue thrusting

Nail biting

Teeth grinding ΟNONE

15. Does child currently use a baby bottle to drink milk?
If YES, does the child sleep with the bottle?

YES
YES

16. How often does the child drink apple juice, carbonated drinks (soda), lemonade or other soft drinks?
. 2>/day
1/day
2>/week
1/week
2>/month
1/month
Never
17. How often does the child eat snacks between meals?
. 2>/day
1/day
2>/week
1/week
2>/month

1/month

Never

NO
NO

1. DENTAL HISTORY & ORAL HEALTH
2.

Is this the child’s first visit to a dentist?
If NO, what is the date of last dental exam (mm/dd/yyyy):

YES

NO

3.

Does the child have a dental problem today?

YES

NO

4.

Has the child ever received local anesthetic (Novocaine) previously?

YES

5.

Is the child experiencing pain today?
If YES, please ask child to select the level of pain

YES

6.

Who brushes the child’s teeth?

CHILD

7.

How many times per day does the child brush his/her teeth?

0

1

8.

Does the child use fluoride based toothpaste?

YES

NO

DO NOT KNOW

9.

How many times per day does the child floss his/her teeth per day?

0

1

2>

10. Does child drink tap water?
11. Is the tap water at home fluoridated?

YES
YES

PARENT

NO
NO

OTHER

2>

NO
NO

DO NOT KNOW

I hereby give permission to Children’s Dental Care to provide dental treatment to
my child, which the doctor deems necessary and appropriate. Routine treatment
may include, but not limited to, topical and local anesthetic (infections),
radiographs, etc.

Signature of legal guardian _________________________________________ Date________________

Children’s Dental Care
Badrieh Edalatpour, D.M.D.
Pediatric Dentistry
422 Main ST
Stoneham, Ma 02180
781-438-0300

Appointment Cancellation Policy
We strive to render excellent dental care to your child and the rest of our patients. In an attempt
to be consistent with this, we have an Appointment Cancellation Policy that allows us to
schedule appointments for all patients. When an appointment is scheduled, that time has been set
aside for you and when it is missed, that time cannot be used to treat another patient.
Our policy is as follows:
We require that you give our office 48 hours notice in the event that you need to reschedule your
child or children appointment. This allows for other patients to be scheduled into that
appointment. If your child/children miss an appointment without contacting our office within the
required time, this is considered a missed appointment. A fee of $50.00 will be charged to you;
this fee cannot be billed to your insurance company and will be your direct responsibility. No
future appointments can be scheduled nor can records be transferred without the payment of this
fee.
Additionally, if a patient is more than 20 minutes late without prior notice for a scheduled
appointment, we will consider this a missed appointment and the $50.00 cancellation fee will be
charged.
If you have any questions regarding this policy, please let our staff know and we will be glad to
clarify any questions you have.
We thank you for your patronage.
I have read and understand the Appointment Cancellation Policy of Children’s Dental
Care and agree to be bound by its terms. I also understand and agree that such terms may
be amended from time-to-time by the practice.
I, _______________________________ (print name) Mother or Father or Legal Guardian of
_________________________ (child’s name), have received a copy of Children’s Dental care

Appointment Cancellation Policy.

_________________________________________________________________
Signature of Parent

Date

