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 I.   Kidney Trouble/Disease    YES     NO  
 J.   Allergy      YES     NO 
 K.  Asthma or Hay fever     YES     NO 
 L.   Epilepsy      YES     NO 
 M. Fainting spells/ Seizures    YES     NO 
 N.  Diabetes      YES     NO 
 O. Hepatitis, Jaundice or Liver Disease   YES     NO 
 P. Venereal Disease     YES     NO 
 Q. Tuberculosis      YES     NO 
 R.  Lung disease or Condition    YES     NO 
 S. Cancer,      YES     NO 
   If so explain: _______________________________________________________________ 
 T.  Low Blood Pressure     YES     NO 
 U. Glandular Disease      YES     NO 
 V. Pregnant      YES     NO 
             W. Blood Disorders, Anemia     YES     NO 
             X. Other                 YES     NO  
 

4.  Is your child taking any drug or medication?    YES     NO 
   If so explain:  ________________________________________________________________ 
 

5. Is your child allergic or react  adversely to:   
 A. Local anesthetics     YES     NO     
 B. Penicillin or other antibiotics    YES     NO 
 C. Sulfa Drugs      YES     NO 
 D. Barbiturates, sedatives    YES     NO  
 E. Aspirin      YES     NO 
 F. Iodine      YES     NO 
 G. Codeine or other narcotics    YES     NO 
 H. Other      YES     NO   
 
Additional Information: 
 
If you answered “YES” to any of the above questions, please explain: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Does your child require any pre-medication before dental treatment?   YES     NO 
If yes, please explain: ____________________________________________________________________ 
 
Are any special instructions necessary? 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
I, ________________________________________________, authorize an examination, cleaning,  
                                      Printed Name 
sealants, radiographs, and fluoride treatment for my child at the NHTI Dental Hygiene Clinic. 
 
_________________________________________________                            _______________________ 
                 Parent or Legal Guardian Signature                      Date 


