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Patient Name________________________ DOB____________ Date____________
DENTAL HISTORY
Date of last visit to a dentist_____________  Complaints, dental problems or pain/ Unhappy dental experiences? Y  N Describe your problem/experiences___________________________________________________________________
Dental/Mouth habits_______________________________________________________________________________

CHILD MEDICAL HISTORY
Physician___________________________ City __________________________Phone____________________
Specialist___________________________ City __________________________Phone____________________
Date of last physical examination_____________Results____________________________________________
Is Minor/Child under care of physician now? Y N   If so, Who?_______________________________________
Are they taking any medications? Y N   List types:_________________________________________________
Ever been hospitalized/surgeries? Y N   When and for what?_________________________________________
Is there excessive bleeding when cut? Y N   Explain?_______________________________________________
Any ALLERGIES?_________________________________________________________________________
IF YOUR CHILD HAS BEEN TREATED FOR OR HAS ANY OF THE FOLLOWING:
PLEASE CIRCLE:   YES (Y)  OR   NO (N)
Y/N  AIDS/HIV

Y/N  Diabetes



Y/N  Rheumatic Fever
Y/N  Anemia


Y/N  Drug/Alcohol Use 

Y/N  Sinus Problems


Y/N  Asthma


Y/N  Epilepsy



Y/N  Thyroid Disease
Y/N  Bladder/Kidney Problems
Y/N  Fainting



Y/N  Tuberculosis
Y/N  Blood Transfusions
Y/N  Heart Problems


Y/N  Autism/Asperger’s


Y/N  Cancer


Y/N  Hearing Problems


Y/N  Pregnant/Birth Control
Y/N  Cerebral Palsy

Y/N  Hepatitis A/B/C


Y/N  Tobacco Products
Y/N  Cold Sores

Y/N  ADD/ADHD/ODD


Y/N  Convulsions

Y/N  Developmentally Delayed

 

Y/N   MRSA                               
Y/N  Artificial Joint/Organ Transplant



Y/N  Acid Reflux or GERD
Y/N  Liver Disease

Other_____________________________________________________________________________________
Parent/Legal Guardian Signature______________________________________   Date____________________
Dentist Signature__________________________________________________    Date____________________
Vitals BP_______ Pulse_______ Respirations_______ Staff that took Vitals and Date _____________________________
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