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Patient Name:








Date of Birth:




Name of Person Completing this Form:










Relationship to patient: 
( )Mother   ( )Father   ( )Grandmother   ( )Grandfather    ( )Caretaker    ( )Other  - 



Is your child in good health?







( ) Yes
( ) No

Has there been a change in his/her general health within the past year?


( ) Yes
( ) No

What was the date of your child’s last physical exam?



Is your child now under the care of a physician?





( ) Yes
( ) No


If yes, for what reason?













Name and phone number of child’s physician:











Has your child had any serious illness, operation, or hospitalization in the past 5 years?
( ) Yes
( ) No


If yes, for what reason?












Is your child taking any medicine(s), including over the counter medicine(s)?


( ) Yes
( ) No


If yes, please list name, strength, and directions of each medication:






Does your child have or had any of the following conditions:
( ) Damaged heart valves

( ) artificial heart valves

( ) Heart murmur

( ) Rheumatic heart disease

( ) Mitral-valve prolapsed (MVP)

( ) Cardiovascular disease
( ) Hearth trouble

( ) Heart attack

( ) Angina

( ) Coronary insufficiency

( ) Coronary occlusion

( ) High blood pressure

( ) Low blood pressure

( ) Arteriosclerosis

( ) Stroke

( ) Allergies

( ) Sinus trouble

( ) Hay fever

( ) Epilepsy

( ) Fainting spells

( ) Seizures

( ) Other neurological disorders
( ) Persistent diarrhea

( ) Recent weight loss

( ) Diabetes

( ) Hepatitis

( ) Jaundice

( ) Liver disease
( ) AIDS or HIV Infection

( ) Thyroid problems

( ) Respiratory problems

( ) Emphysema

( ) Bronchitis

( ) Arthritis

( ) Painful swollen joints

( ) Stomach unclear

( ) Hyperacidity

( ) Kidney trouble

( ) Tuberculosis

( ) Persistent cough

( ) Cough that produces blood

( ) Persistent swollen glands in the neck

( ) Sexually transmitted disease

( ) Problems with mental health

( ) Cancer

( ) Problems with immune system

( ) Implant, prostheses, artificial joints

( ) Abnormal bleeding

( ) Blood disorder

( ) Anemia

Is your child allergic to any medications?( ) yes ( ) no – If yes, please list each allergy and the reaction your child has below
Allergy: 

Reaction: 

Has your child had any serious trouble associated with any previous dental treatment?


( ) Yes
( ) No

If yes, please explain:













Do you have any disease, condition, or problem not listed above that you think the doctor should know about?


If yes, please explain:













Does your child wear contact lenses?

( ) Yes
( ) No

Is your child pregnant?



( ) Yes
( ) No

Is your child nursing?



( ) Yes
( ) No

Is your child taking birth control pills?

( ) Yes
( ) No

Chief dental complaint:




























Provider Signature:







Date:



Pediatric History Dental - English Page 1

