Child Health /Dental History Form

Patient's Name: Last First Middle Initial Mlckname Date of Birth
 Parent's/Guardian Name: ' Reladonskip to Patiens

Address: City Srate Zip Code

Phane- Home Wark cell Sex; MO FO

Fas the child had any history or, ar coedstions related to any of the fallowing:

O Anemla O Cancer O Epilepsy O Monosuclensis O Thyroid

O Arthritis O Cerehral Palsy O imrunications O Mamps S Tobacco,Drig Use

g Asthma CChickenPox [ Growing problems o Kidney o Diabetes

o Pregrancy [teens] O Hladder O Bleading disorder 0O Heart o Liver

O Chronic Sinesitis O Hearing O Labax Allergy O Rhewmatic fover O Measles

O Venereal Disease T Seizures O Banas/loints O Hepatitis O Tubarculosis

O Ear Aches 5 Fainting 0 HIV+#AIDS O ichar [list)

Flease list the name and phons number of the child's physician:

Name of Physician: Phone:

Child History: Yes No

1. 15 the child aking any prescription and/o- over the counter medications or vitamin supplements atthisdme? 1.0 0
If yes, please list:

15 the child allergic to any medications, La. penicillin, antibiatic, or other drigs? 20 o
If yes, please explain
3,Is the child allergic to anything else, such s cermin fonds? If yes, explain 3g o
4 Has the child ever had a serious illness? 40 0O
I yes, when? Please describe:
5,Hag the child ever been hospitaiized? 50 0O
&.Daes the child have 4 history of any other (linesses? If yes, please list 60 O
7.Does the child have any inherited problems? =
B.Does the child have any speech difficulties? 8o o
& Has the child ever had a biood transfusien? 88 B
101 the child physically, mentally, or emotionally impaired? we =
11.Does the child experience excessive bleeding when cut? 11/p a
1215 the child currenty being reated for diness? 120 O
13.15 this the child’s first visit to the dentist? 138 O
If not the frst visit, what was the date of the last wisit?

14.Has the child had any problems with dentl treatment [n the past? 140 0O
15.Has the child suffered any injuries to the mouth, head or teeth?, 150 0
16.Has the child had any orthodontic reamment? 150 O
17, What type of water does your child drink? o City water § Well water [ Borted Water O Filtared Water
18.0oes the child take Auoride supplements? 180 O
19,5 fluaride tooth paste wsed? 199 B
20.How meny times are the child's teeth brushed per day?___ When are they brushed?

21.Does the child suck his/her thumb, fingers or pacifler? 4189 o
12.Does the child partcipate in active recreational activices?, izo o

Wote: Both doctor and patient are encouraged to discuss any and all relevant hiealth issues prior to reatment.

| certify that | have read and understand the above. | scknowledge that my question, if any, about ingquiries set forth have
been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff responsible for any
action they take or do sot take because of errors or omissions that | may have made in te completion of this form.

Parent's/Guardian's Ellgmtum Date




