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CHILD'S INFORMATION AND HEALTH HISTORY 

Child's name: _____________ Nickname ______ Age __ Birthdate ______ _ 

Child's Address: Chtld's Phone: ----------­

Hobbies, Sports, Interests:---------------------------------­

Referred by:--------------------- ------

1. MEDICAL HISTORY

Child's Physican or Pediatrician __________ Address ___ __ Phone No. __ _ 

Has your child had a physical exam within the last year? ____ Date _________ _ 

Has your child received emergency medical treatment within the last six months? _____________ _ 

Reason __________________________________________ _ 

Does your child have a heart condition or heart murmur? ____ Explain _______________ _ 

Have you ever been told that your Child should have antibiotics before all dental appointments? _______ _ 

Has your child ever been hospitalized? ____ Date _____ Reason _____________ _ 

Has your child ever had a serious illiness or operation? ___ Please list ______________ _ 

Has your child had a blood transfusion or received any clotting agents? ________________ _ 

Date ____ Reason-------------------------------------

Does your family or your child have a history of complication from general anesthesia? __________ _ 

If so, what type? _____________ _ 

Has your child received injuries to the head, jaw, mouth or teeth? ____ Describe __________ _ 

Has your child experienced jaw pain or limitation of jaw movement? _______ _ 

Is your child now taking any medications? ____ List/dosage _______ _ 

List all of your child's allergies, include adverse reactions to any drugs or medications. (If none, write "none") 

If your child has or has had any of the following, please circle yes or no on the lines below: 

y N Loss of consciousness YN High blood pressure YN Asthma y N Glandular problems 

y N Autism Spectrum YN Kidney disease YN Breathing difficulties y N Diabetes 

y N Convulsions YN Bladder disease y N Lung disease y N Thyroid disease 

YN Psychiatric treatment YN Liver disease (Jaundice} y N Pneumonia y N Heart Murmur 

YN Seizures YN Stomach problems (ulcers) YN Nose/Throat disorders Y N Mitral Valve Prolapse 

YN Epilepsy YN Gastrointestinal disorders YN Cleft Lip/Palate y N Heart condition 

YN Emotional problems YN Cancer or Tumors YN Recurrent headaches y N Rheumatic fever 
YN Alcohol dependency YN Chemotherapy/radiotherapy YN Eye disorders y N Anemia 
YN Chemical dependency y N tmmunosuppression/deficiency y N Ear disorders y N Sickle Cell Anemia 
YN Hyperactivity YN HIV Antibody/AIDS YN Muscle disorders y N Blood disease 
YN Attention deficit syndrome YN Hepatitis YN Arthritis y N Hemophilia 
YN Congenital Birth Defects YN Skin Disease YN Bone disorders y N Bleeding tendency 

y N Endocrine disorders y N Bacterial/viral infection 

Explain 

Does your child have any other medical condition not mentioned above? --------------------

Explain--------------------------------------------
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