
michelle giumenlq, dds
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child's dentol hislory:

Whot is lhe reoson for this visit?

ls this the child's first visit to o dentist?
Hos the child received dentol treotment?

yes _
yes _

no
no

lf yes, whot wos done?

Hos the child hod ony
lf yes, when ond how?

mojor injuries to the mouth. teeth or heod? yes- no

Hqs the child ever hod o toothoche? yes _ no
lf yes, exploin:

Wos the child breost fed?
Did the child use o nursing bottle?
Did the child go to sleep with the bottle?

Did the child use o pocifier?
Did ihe child suck his/her thumb or fingers?

Does lhe child brush his/her teeth?
How oflen? Do you help?

How would you describe the child's eoting hobits?

yes _ no
yes _ no
yes _ no

yes no
yes _ no

yes _ no
ves no

Whot does the child snock on ond how often?

Hos the child hod on unpleosont dentol or medicol experience? yes _ no
How do you think the child will reoct to this visit?

Does the child hove ony problems concentroting, leorning, cooperoting or understonding?

How does the child reoct without you in o new ond possibly stressful situotion?

I hereby certify lhot oll the obove informotion is true ond correct. I understond thot Dr.

Giumento does noi toke insuronce ond thot poyment is expected for service of the time ii is

rendered. I give consent for my child to be exomined ond receive dentol treotment by Dr.

Giumento.

Sig.noture:
Relotionship to potienl:

Dote:


