
CYFS - Pediatric Dentistry Form

Patient's Info

First name:

Patient's weight *

Last name:

Patient's MCP# *
Other:

MCP Expiry *(mm/dd/yyyy)

Last name:

Sex:Age:

First name:

Social Worker

PC: Province:Street: City:

Phone: Alt. phone:

Home Address 1

PC: Province:Street: City:

Phone: Alt. phone:

Home Address 2

Birth date: (mm/dd/yyyy) F M

Lbs Kg

Yes No
Yes No

Is the patient allergic to anything?
Is the patient currently taking any medications?

Medical history

If yes, please provide medication, dose
and reason

Yes No

Yes No

Yes No

Are the patient's immunizations current?
Have you ever been told that the patient
needs to take antibiotics before dental
treatment?
Has the patient ever been hospitalized, had
general anesthesia, or emergency room visits?

If yes, please explain

If yes, please explain

If yes, please explain

Please check if the patient has or has been treated for any of the following
Heart disease
Anemia
Liver disease
Kidney disease
Speech / hearing
Eyesight
Recurrent headaches

Heart murmur
Blood disorders
Sickle cell disease / trait
Rheumatic fever
Seizures
Congenital birth defects
Frequent infections

Tonsils / adenoid problems
Diabetes
Hepatitis
Cleft lip / palate
Gastric disease / reflux
Adverse drug reactions
Autism

Tuberculosis
AIDS
Mental delays
Physical delays
Cancer / tumors
Cerebral palsy
Arthritis

Significant injuries
ADHD

Endocrine / growth
Spina bifida

Snoring
Asthma / breathing

Abuse

Other

Cavities
Trauma
Orthodontics

Tooth ache
Gum infections
Jaw sounds

Sensitive teeth
Colored teeth
Grinding of teeth

Mouth breathing
Other

Please check if the patient is having problems with any of the following

Comments



As the social worker of the patient, I do hereby request and authorize the pediatric dentist or orthodontist and staff to examine and provide dental treatment
on the patient. I authorize the taking of dental x-rays as may be considered necessary to diagnose and/or treat the patient’s dental problem. I will allow
photographs to be taken of the patient's teeth for diagnostic or educational purposes. I understand that dental treatment for children includes efforts to
guide their behavior by helping them understand the treatment in terms appropriate for their age. LOL dental team will provide an environment that will
help the patient learn to cooperate during treatment. I understand I will be responsible for any charges incurred for the patient for dental treatment. I affirm
that the information above is correct to the best of my knowledge. I understand it is my responsibility to inform LOL dental of any changes in the patient’s
medical status.

Social Worker's Signature * Date: *

Social Worker's First name: * Last name: *


