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Nickname: Date of birth: / /

(iender: tM 9F' Race/Irthnicitv:

:r-ame/add ress/phone of primary phvsician:

Name/address/phone of m edical specialisfs:

Height: lVeight: __...,., Date of last physical examination:

ls 1'our child being treated bv a phvsician at this time? Reason

Is your child taking any medication ( prescription oroverthe counter). vitamins. or dietary supplements?

List narnc. dose, lrequency & date started

Has your child ever been hospital ized. had surgery or a significant injury. or been treated in an entergencl department? .

[-istdate& describe:

Has your child ever had a reaction to or problem uith an anesthelic? Describe

Hasyourchildeverhadareactionorallergytoanantibiotic.sedative.orotherrnedication? List

Is vour child allergic to latex or anything else such as metals. acrylic. or dye? List

ls.vour child up to date on immunizations against childhood diseases?

Compl ications before or during birth. prem aturity. birth defects. syndromes. or inherited conditions .

htrhlcnrs n ith ph1 sicalgrorrth ordevelopment . .

Sinusitis- chronic adenoid/tonsi I in I'ections

Sleep apnea/snoring. nrouth breathing. or excessive gagging

Congenital heart def'ect/disease . heart murmur, rheumatic fbver. or rheumatic heart disease

Irregular heart beat or high hlood pressure

Asthma. reactive airway disease. wheezing. or breathing protrlems ...

('1stic fihrosis

Frequent colds or coughs, or pneumonia

Frequent exposure to tobacco smoke .....

Jaundice. hepatitis. or liver problems ...

Gastroesophageal/acid reflux disease (GERD). stomach ulcer. or intestinal problems

Lactose intolerance. food allergies. nutritional deficiencies. or dietary restrictions ...

Prolonged diarrhea. unintentional weight loss. concems with rveight. or eating disorder ... ... ...

Bladder or kidner problems

Arthrilis. scoliosis. limited use of arms or

Rash/hives. eczema or skin problenrs ....

legs. or muscle/bone/joint problems

lmpaired vrsion. hearing. or speech ... ... ...

Developmental disorders. learning problems/delays. or intellectualdisabilitl

('erebral palsy. brain inlury. cpilcpsy. or convulsions/seizures ...

Autisnr/autism spectrum disorder ... . . . ...

Recurrent or l-requent headaches/migraines- fainting. or dizziness

Ilydrocephaly or placement ofa shunt (ventriculoperitoneal. ventriculoatrial. ventriculovenous)

Attention dc ficrt/h1 pcractiv iry d isorder 1A DD/A DHD) . . .
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Please mark YES if your child has a history of the following conditions. For *Yes', provide details in the box at the bottom of
this list. Mark no after each line if none of those conditions applies to you child.
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Behavioral. enrotional, communication. or psychiatric problems/treatment ... ... q YES 3 NO

Abuse (physical. psychological, emotional, or sexttal) or neglect .

Diabetes, hy perglycemia, or hypoglycemia

Precocious pubert-v or hormonal problems

Thyroid or pituitary problems
qYES 3NO

Anernia- sickle cell disease/trail. or blood disorder q YES '3 NC)

Henrophilia.bruisingeasily,orexcessivebleeding 'v YES '? NO

Transf'usions or receiving blood products e YES A N()

Cancer.tunlor.othermalignanc5,.chemotherapy:radiationtherap-'t',orbonemarrou'ororgantransplant........

Monsnucle6sis, tuberculosis (TB), scarlet l'ever. cytomegalovirus (CMV), methicillin resistant staphylococcus aureus

(MRSA).sexuallytransmitteddisease(S1'D).orhumanimmunodeficiencyvirus(HIVyAIDS 'v YES * NO

PROVIDE Dti'TAII,S I{ERE:

Isthereanyorhersigniticantmedicalhistorypertainingtothischildorhis/herfamilythatthedentistshouldbetold?........ a YES t NO

llYES. describe

What is your primary concem about your child's oral hcalth?

.? YES * NO

.} YES S NO

AYES ANO

?YES qNO

Horv would you describe

vour child's oral health? Q Excellent <? Good n$ Fair <? Poor

t Excellent '? Cood 9 Fair ? Poorlour oral health'.)

theoralhealthofyourotherchildren? t Excellent <? Good '? Fair :! Poor t Notapplicable

ls lhere a larnily historl ofcav ities? ,3 YES 'l NO If yes, indicate all that apply: "? Mother t Father <! Brothet

? Sister

Doeslourchildhaveahistorl,olanyolthefbllowing'l ForeachYESresponse.pleasedescribe

Inherited dental characteristics

Mouth s<lres or fever blisters

Bad breath

Bleeding gums

Cavities/decayed teeth '? YES I NO

'lbothache '? YES <? NO

lnjury to teeth. ntouth orjau's

Clinching/grinding his/her teeth

Jaw joint problems (.popping, etc. ) e YES e NO

Ercessive gagging e YES f NO

Suckinghabitafteronel,earofage .? YES 11 NO lfyes,u'hich: * Finger "? Thumb ! Pacifier 3 Other

? For how long?

l1ow often does your child brush his/her teeth?__,. timcs per-,--'-,-. Does someone help your child brush? a YES Q NO

How often does your child Uoss his/hcr teeth'l ar Never r? Occasionally ? Daily

Does someonc help your child floss? e YES '9 NO

Whattl'peoftoothbrushdoes.vourchilduse? 3 Hard t Medium '9 Soft '? Unsure

What toothpaste does your child use?

Whatisthesourceofyourdrinkingwaterathome? t! City/communitysupply S Privatervell Q Bottled$'ater

?YES 9NO

<} YES ? NO

<? YES '? NO

E YF:S '? NO

.? Ytis r No

n Yfts q No



Do you use a water filter at home? I YES A NO If YES, type of filtering system

Please check all sources olfl uoride your child receives:

? Drinkingwater <? Toothpaste <? Over-the-counterrinse * Prescriptionrinse/gel ,3 hescriptiondrops/tablets/vitamins

3 Fluoridetreatmentinthedentaloffice ! Fluoridevamishbypediatrician/otherpractitioner e Other:

Doesyourchildregularlyeat3mealseachday? .? YES "! NO

Isyourchildonaspecialorrestricteddiet? t YES + NO lfYES.describe:

Is your child a 'picky eater'? q YES

Does your child have a diet high in sugars or starches? e YES

Do you have any concems regarding your child's weight? a YES

How frequently does yourchild have the following?

Candy or other sweets Q Rarely ? I -2 times/day 3 3 or more times/day hoduct

Chewing gum 3 Rarely 9 I -2 times/day 3 3 or more times/day Tf pe

Snacks between meals '? Rarely <} I -2 times/day Q 3 or more times/day Usual snack

Soft drinks* I Rarely I l-2 times/day t 3 or more times/day hoduct

(* such as.iuice. fiuit-llavored drinks, sodas. colas, carbonated beverages, sweetened beverages. sports drinks, or energy drinks)

Please note other significant dietary habits:

<? NO lf YES. describe:

I NO lfYES, describe:

.? NO If YES- describe:

Does your child participate in any sports or similar <? YES
activities?

Does your child wear a mouthguard during these + YES

activities?

Has your child been examined or fieated by another I YES

dentist?

If YES: Date of first visit Date of last visit:

Were x-rays taken oithe teeth orjaws? q YES

Has 1'our child ever had orthodontic I YES

treatment (braces, spacers. or other

appliances)?

Hasyourchildeverhadadifficultdental .} YES

<? NO lf YES. list:

e NO lf YES. type

qNO

Reason lbr last visit:

a NO Dateofmostrecentdentalx-rays:

+ NO lfYES.r,r'hen?

'9 NO lfYES,describe:

appointment?

Howdoyouexpectyourchild tVerywell 9Fairlywell tSomewhat QVerypoorly
will respond to dental treatment? poorly

ls there anything else we should know before treating <? YES NO
your child?

If yes. describe

Si gnature of parent/guardian Relationship to child Date Signature of statTmember reviewilrg history

Thank 
"voufor 

taking the time to inlornt $ of 1,6u7 6hi14's health histoty


