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Health History 

 

Patient Name: _______________________________________________         Birth date: _________________________ 

                                          Last                                    First                                   MI 

 

Dental History:                            Medical History:                                                                     

Is this your child’s first dental visit?    O Yes  O No 

If no, when was the last visit? _________________________ 

Previous Dentist (if applicable): _______________________ 

X-rays taken at previous dental visits?  O Yes  O No 

Any injuries to teeth, face, or mouth?   O Yes  O No 

If yes, please explain: __________________________________ 

_______________________________________________________ 

What brings your child in today?  

___________________________________________ 

Do you have any dental concerns/questions? 

_________________________________________________________ 

Have previous dental experiences been positive or 

negative? Please explain: ______________________________ 

_________________________________________________________ 

Do any of the following apply to your child? 

Y    N                                                Y N             

O  O  Frequent Snacking              O O  Sippy cup use                                     

O  O  Sleeping with bottle         O O  thumb-sucking 

O  O  Teeth-grinding                        O  O  Pacifier use 

 

Dental Care: (at home) 

                                                                                          Y N 

Brush his/her own teeth                               O O 

If yes, how often?                                  _____ (x) per day                        

Do you brush your child’s teeth?                    O O 

If yes, how often?                                  _____ (x) per day 

Difficulty brushing his/her own teeth?       O O 

Does your child floss daily?                             O O 

Do you floss your child’s teeth?                     O O 

Is your child able to spit?                                   O O 

Is your child using fluoride supplements?  O O 

Does your child use fluoride toothpaste? O O 

 

 

 

 

 

 

 

 

 

 

Has your child every had any of the following? 

 Y N Y     N 

O O Abnormal Bleeding O O Heart disease/murmur 

O O Blood disorders O O HIV+/AIDS 

O O Sickle Cell Disease O O Rheumatic/scarlet fever 

O O Past Surgeries O O Asthma 

O O Hospital Stay O O Congenital birth defect 

O O Cancer O O Autism 

O O Hepatitis O O Kidney/Liver conditions 

O O Epilepsy O O Hearing impairment 

O O Pregnancy O O ADD/ADHD 

O O Latex allergy O O Disabilities/Special needs 

O O Allergies to drugs O O Diabetes  

O O Food Allergies O O Tuberculosis 

 

If you marked any of the above as yes, please give 

details: _________________________________________________ 

_________________________________________________________

_________________________________________________________ 

 

Please list any other medical conditions: ____________ 

_________________________________________________________

_________________________________________________________ 

 

Please list all medications your child is currently 

taking: __________________________________________________ 

_________________________________________________________

_________________________________________________________ 

 

Please list all of your Child’s allergies: _____________ 

_________________________________________________________ 

Females: Started menarche? O Yes  O No   Age: ______ 

Medical Provider: 

Primary care facility: __________________________________ 

Physician’s name: _______________________________________ 

Phone number: _________________________________________ 

What is your child’s current dental health? 

O Excellent   O Good   O Fair   O Poor 

 

 Acknowledgment & Authority 

Since the child is a minor, it is necessary for us to obtain signed permission from a parent/guardian before any 

dental services can be rendered.  The information I have given is correct to the best of my knowledge.  I understand 

that it will be held in the strictest of confidence.  I understand that it is my responsibility to inform this office of 

any changes in my own/child’s medical status.  I also acknowledge full responsibility for payment for dental 

services and agree to pay for them, in full, at the time of service.  I have read and consented to the practices 

financial polices & agreement (posted online & in the office.) 

 

______________________________________________________________________________________________________________________________ 

Signature of Parent/Guardian                                                       Date    Relationship to child 


