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Child Healt h/Dental Hi5t ory Form 
Patient's Name ""'"""" IDate of Birth 

~ - - , - .- . 
Parenl's/GuarrEn"s Name RelatiorlSl'lp to Patient 

Add~ 

PO OR .......... AlU'£SS = mm ~~ -
Phooo Is., MO FO - -Have you (the parenVguardlan) or the patient had any of the following diseases or problems? .... , .......... ,..... ... ... ... , ........ . ....... ....... ...................... O yes ONo 
1. Active Tuberc~s, 2. Persistent cough greater than a three-week duration, 3.Cough that produces blood? 
II you answer yes to any of the three Items above, please slop and return this form to the receptionist. 

Has the child had any history of, or conditions related to, any of the following: 

a AIlemia o c.nc... 
D_ 

o Hrv +/A1DS a Mononucleosis o Thyroid 
a Arttvilis a Cerebral Palsy a Failling o lmm.rizatlOOS o Mu_ D TobaccoIDnJg Use 
o Aslhma o ChCken Pox o Growth Problems o Kimey a Pregnancy (loons) a TUberruosis 
Q Bladder o Ghlooic SinusitiS 

D_ o Latex allergy a Rheumatic fover o Venereal Disease 
Q Bleeding d~rders o DIabetes OH"" """" a Seizures ODthe< 
o Bones/Joints DEar Acnas o Hepatitis ;:I Measles a Sickle celf 

Please list Ihe name and phone number of Ihe child's physician: 

Name of Ptlysidan PIlone 

Ch Id's Hist ory 	 Yes No 
1. 	 Is the ch ild taking any prescription and/or over the counter medications or Vitamin supplemenlS 81 thiS time? . 1. a a 

If yes. please ~sl : 

2. 	 Is Ihe child allergiC to 8rr>j medications. I.e. penicHl in. antiblolics. or other drugs? II yes. please explain: 2. 0 o 
3. 	Is Ihe child allergic to anything else, such as certain loods? 11 yes. please explain: 3. 0 o 
4 . 	 How would you describe the child's eating habits? 
5 . 	 Has the child ever hod a serious illness? If yes. when: Please describe: 5. 0 0 
6. 	 Has the child ever been hOspitalized? .. ..... ... ...... ..... ... ..... ...••... . 6. 0 0 

7. 	 Does the child have 8 history of any other il lnesses? II yes. please list: -----------~"----';-c:-------- 7. 0 0 
8. 	 Has Ihe child ever receivad a general anesthetic? .... .... .... .. ... ..... ... .. .. ... .•• 8. 0 

9. 	 Does Ihe c!1ild h<.lve any Inherited problems? .. ......... ... . . 9 "0 0 


10. Does the child have any speech difficulties? ..... ... .. . 10 . 0 0 

1 I. Has the child ever had a bloOd transfusion? ..... .... 11. 0 0 

t 2. Is the child physically. mentally. or emotionally impaired? ...•• .. . .... _.... ............ ...... ............... .... . . .. ... .... 12 . 0 0 

13. Does the child experience excessive bleeding when cut? ... .............. . ... ............................ .... ..... . 	 .... 13. 0 0 

14. Is the child currently being treated lor any illnesses? . ........... . . ........... ...... ... ..... ........... ............. ......... . .. .... .... .... ..... .. ......... ..... .. 14. 0 0 

15. Is Ihis the child's first visit 10 a dentist? II nOI the fll"st visil, what was lhe data 01 the last denllst viSit? Date: _ _ _________ 15. 0 0 
16. Has the child had any problem with dental treatment in the paSl? .... ..... ........ .... .......... ........ .......... .. ................... ....... .......... . .1 6. 0 0 

17. Has the child ever had dental radiographs (x· rays) exposed? ..... • . ... .... _.... ..... ... .•........•••.... . .... ..••..... ...... 17. 0 0 

18. Has the child ever sulfered any injuries to lhe moulh. head 0( teeth? ... . . .... __ ...... . ....... ... .. __ .... ....... .. ....... .... . ... 18. 0 0 

19. Has Ihe child had any problems with the eruption 01 shedding of IOOth? .. .. ........ .. ... .... 	 . ..... ... .......... ... ... ... .. .. 19. 0 0 

20 . Has the child had any 0l'1 110donlic treatment? ..... ...... .... .. ..... .. ..... ....... ..... ........ ....... ........ .. ............ ... .... .. ... .. .20. 0 0 

21. What type 01 water does your child drinlc? 0 City water 0 Well waler 0 BoWed waler 0 Filtered waler 
22. Does the child tbke fluoride supplements? .. .. ... ..... .. ... .... .. ...... ... . .. .... ..... .... ......... ....... ................... ..... ...... ..... ...... ... . .. ... ... 22. 0 0 

23. Is fluoride toothpaste ui'lod? ...... . ............. ............. ......... ... .. .... .......... ... .........,.... . .......... ..... . .. . .. 23. 0 0 

24. How many times are Ihe child's leelh brushed per day? When are the teelh brushed? _ _ ___ ___-'____ _ 24. 0 0 
25. Does Ihe child suck his/her thumb. fingers or pacifier? ............... .... ....... ........ ........... ....... .......... .......... .. 	 25. 0 0 

26. AI what age did the child stop bottle leeding? Age Breast feeding? Age ____ _ 
27. Does child participate In active recreational aClivit ies? ....................... ............. .................. ...... ... ................... . .. . ................................... 27. 0 o 

NOTE: Both doctor and patient are encouraged to discuss any and al t relevant patient health Issues prior 10 treatment. 

j certify that I have read and unclefsland the above. I ackno>Medge that my QUeStions. if arry. about inquines set forth above have been answered to my 

satis faction. I wi ll not hold my dentist. or any other member 01 hlSlher staff. responsible for any action they take or do not take because 01 errors or 

omissions that I may have made in the completion of this lorm. 


Parool'siGuardian's Ignature 	 0,,1, 

For completion by dentist 

Comoonl' 

D_
For Office US<! Only: 0""",,,_ o PmmedlClllion O_ 

"" 	 --"' 
C Amen=n Dental Assoc,lIdon. 2006 To Reofl:Ieo' call 1-800·947--474e 
Fo-rm $707 or go o(l{l)C at ....-ww_adacatabg.of\l 


