
Health/Dental History Form 
 
Name _______________________________ Birthdate________________   Home Phone ____________ 
Email ________________________________ 
Parent/Guardian Name__________________________ Relationship to Patient____________________ 
Address ______________________________ City ____________________ State ______ Zip _________ 
Sex       M          F                      
Person to contact in case of emergency ____________________________ Phone __________________ 
 
Child’s History 
 

1. Has the child ever had a serious illness? If yes, when:___________________________________ 
Please describe: 

2. Has the child ever been hospitalized? _______________________________________________ 
3. Has the child ever received a general anesthetic? ______________________________________ 
4. Does the child have any inherited problems? __________________________________________ 
5. Does the child have any speech difficulties? __________________________________________ 
6. Does the child experience excessive bleeding when cut? ________________________________ 
7. Is the child currently being treated for any illnesses? ___________________________________ 
8. Is this the child’s first visit to a dentist? If not the first visit, what was the date of the first dental 

visit? Date: ____________________________________________________________________ 
9. Has the child had any problems with dental treatment in the past? 

______________________________________________________________________________ 
10. Has the child ever had dental radiographs (x-rays)? _____________________________________ 
11. Has the child ever suffered any injuries to the mouth, head, or teeth? _____________________ 
12. Has the child had any problems with the eruption or shedding of teeth? ___________________ 
13. What type of water does your child drink?  
14. Does the child take fluoride supplements? ___________________________________________ 
15. Is fluoride toothpaste used? ______________________________________________________ 
16. How many times are the child’s teeth brushed per day? ________________________________ 
17. When are the teeth brushed? _____________________________________________________ 
18. Does the child suck his/her thumb, fingers, or pacifier? _________________________________ 
19. At what age did the child stop bottle feeding? Age _______ Breast Feeding? Age ___________ 
20. Does the child participate in active recreational? _____________________________________ 

 
 
 
 
 
 
 

 
Medical History 
 



Check if have or have had any of the following: 
     Anemia                                        Hepatitis                                               Liver Disease 
      Arthritis, Rheumatism              Cortisone Treatments                        Stroke  
      Artificial Heart Valves               Cough, Persistent                                Tobacco Habit        
      Artificial Joints, Pins, etc.         Cough up Blood                                   High Cholesterol                           
      Asthma                                        Diabetes                                                Radiation Treatment          
      Back Problems                           Epilepsy                                                 Chemotherapy                                             
      Bleeding Abnormally                 Fainting                                                 Kidney Disease                     
      Cancer & Type                            High Blood Pressure                           HIV/AIDS            
      Headaches                                   Tuberculosis                                        Shortness of Breath 
                               

Please list any other medical issues you may have here not currently on the list above: 
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
 
List medications you are currently taking                                                 
              and the correlating diagnosis:                                                       Allergies: 
_____________________________________________________      ______________________________________    
_____________________________________________________      ______________________________________ 
_____________________________________________________      ______________________________________ 
      
AUTHORIZATION AND RELEASE________________________________________________________ 
To the best of my knowledge, the above information is complete and correct. I understand that it is my 
responsibility to inform my doctor if I, or my minor child, ever have a change in health. 
 
_________________________________________________         ________________________________  
Signature of Patient, Parent, Guardian or Personal Representative                                            Date 
 

   
    
   
   
   
  
 

 

 
  

 
 

 
  


