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Child’s First Name: ______________________________
Child’s Last Name: ______________________________

Date of Birth:  ______________________________ 

Parent/Guardian: ____________________________

Child’s Physician: ___________________________

Physician’s Phone:   _________________________

Date of last visit: ____________________________

Is the child currently under the care of a physician?    Yes      No

Describe the child’s health: 
□Good
       □Fair
□Poor
Please list all the medications and over the counter drugs the child is currently taking: __________________________________________ 




______________________________________________________
Why did you bring the child to the dentist today?

__________________________________________________________________________________________________________________________________________________________________________

Has you child ever had any of the following medical problems?

Abnormal Bleeding

Yes
No

Handicaps/Disabilities
Yes
No

Allergies to any drugs

Yes
No

Hearing impairment

Yes
No

Any hospital stays

Yes
No

Heart Murmur


Yes
No

Any operations 

Yes
No

Hemophilia


Yes
No

Asthma


Yes
No

Hepatitis


Yes
No

Cancer



Yes
No

HIV and/or AIDS

Yes
No

Congenital heart defect
Yes
No

Kidney/ Liver Problems
Yes
No

Convulsions/Epilepsy

Yes
No

Rheumatic/Scarlet fever
Yes
No
Diabetes


Yes
No

Tuberculosis


Yes
No
Please discuss any medical problems that the child has had or known allergies: _____________________

_____________________________________________________________________________________

Does your child have the following habits?



Dental History

Lip sucking or biting

Yes
No

Is the child’s water fluoridated?

      Y  N

Nail biting


Yes
No

Is the child taking Fluoride supplements?            Y  N
Nursing bottle habits

Yes
No

Does the child brush their teeth daily?
      Y  N

Thumb/finger sucking

Yes
No

Does the child floss their teeth daily?
                  Y  N

Has the child ever had a serious or difficult problem associated with previous dental work?      Yes      No



If yes please explain: _______________________________________________________

Has the child ever had any pain/ tenderness in their jaw joint (TMJ/TMD)?  

       Yes        No
Parent/Guardian Signature: ______________________________________________ Date: ___________
Date: _________ Changes: ________________________________________ Signature: _____________

Date: _________ Changes: ________________________________________ Signature: _____________
Date: _________ Changes: ________________________________________ Signature: _____________
Date: _________ Changes: ________________________________________ Signature: _____________
Date: _________ Changes: ________________________________________ Signature: _____________
Date: _________ Changes: ________________________________________ Signature: _____________
Date: _________ Changes: ________________________________________ Signature: _____________
