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PEDIATRIC DENTISTRY





Health/Dental History

Childs Name_______________________________DOB:______________________
Childs Physician__________________ City/State___________ Phone ___________

Date of Last exam__________________Results______________________________

Has your child ever had any of the following?

Anemia


_______

Heart Problems
 ______

Asthma


_______

Heart Murmur
             ______

AIDS/HIV


_______

Hepatitis

 ______

Bladder Problems

_______

Sinus Problems
 ______

Cancer


            _______

Tuberculosis

 ______

Cerebral Palsy

            _______

Epilepsy                       ______
Convulsions/Fainting
            _______

Diabetes

 ______

Epilepsy


_______

Allergies___________________

Hearing Problems

_______

__________________________

Please explain any medical problems your child has and/or any medications they are currently taking? ___________________________________​​​​​​​​​​​​​​___________________

____________________________________________________________________

Date of last dental visit_________________ W/Dr._________________

Has your child had any difficulty with previous dental visits? ___________

_________________________________________________________

How often does your child brush?_______________, Floss?___________

Does your child have adult supervision with brushing? _________________

Authorization and Release:

To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be dangerous to my child’s health.  It is my responsibility to inform the dental office of any changes in my child’s medical status.  I authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to my child during the period of such dental car to third party payers and/ or other health practitioners.  I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me.  ____________________________________________________________________

Signature of parent/guardian





         Date

