                                          Children’s Health History                                         	


Child’s Information:
First Name: _____________________________ Last Name:  ___________________________
Birthdate: ______________ SSN: ________-_______-__________  Gender: Male / Female
Address: ________________________________ City/State/Zip: _________________________
Parent’s Information:				Circle One: Biological / Adopted/Foster / Step-Parent
Name: ________________________________ DOB: _____/_____/______ SSN:  _____-_____-_______
Email: ___________________________________________ Phone #: (_______)________-__________
Address (If different) : __________________________ City/State/Zip:________________________
Emergency Contact: ____________________ Phone #: __________________ Relation: ___________Dental Insurance Information:
Subscriber’s Name: _______________________________ Insured DOB: ______/_____/_______
Subs. SSN: _______-______-_______ Member ID: __________________________ 
Insurance Co.: _____________________________ Plan Name: __________________________





NEW Patients ONLY:
Reason for today's visit: _________________________________     Are you in pain?  Y / N
Do you have a Panoramic x-ray or Full Mouth x-rays that are less than 5 years old? Y / N
Former Dentist: __________________________________City/State: ____________________
Date of last cleaning and exam: __________________________







Preferred Pharmacy: ___________________________ City & State: _________________
List all medications your child is currently taking, along with dosage:
______________________________________________________________________________
______________________________________________________________________________
Does your child have allergies to any of the following? Circle Y / N
Y  /  N  Anesthetic                      	Y  /  N  Iodine                      Y  /  N  Sulfa
Y  /  N  Aspirin                        	Y  /   N  Latex                      Y  /  N  Ibuprofen              
Y  /  N  Codeine              	Y  /  N  Penicillin	      Y  /  N  Cephalexin
Other allergies not listed above:

Does your child have any of the following medical conditions? Circle Y / N.
Y  /  N   Bone Disease/Disorder? Circle one.      Y  /  N  History of Heart Attack? If yes, when? ________
Y  /  N   Special Needs/Learning Disability?	Y  /  N  History of Stroke? If yes, when? ___________
Y  /  N   High/Low Blood Pressure? Circle one.  Y  /  N  Diabetes? If yes, which type? _______________	
Y  /  N   Tobacco/Vape/Marijuana Use? 	 	Y  /  N  Psychiatric Treatment? 	
Y  /  N   Ashtma/Breathing Issues?		
Y  /  N   History of Cancer? Chemotherapy/Radiation? If yes, which type? ___________________ 	
Y  /  N   Fever Blisters/Herpes, HIV/AIDS, Hepatitis? Circle one.
Y  /  N   Joint Replacement? If yes, when? ____________
Y  /  N   Valve Replacement/Heart Surgery? If yes, when? ___________
Y  /  N   Have they taken Bisphosphonates? Fosamax? (Osteoporosis Medication)
Y  /  N   Currently pregnant? If yes, how far? ____________
Y  /  N   Do they require a pre-medication (Antibiotic) for dental treatment?
Other conditions not listed above, as well as the office name of the surgery center if applicable: 
_____________________________________________________________________________________
_____________________________________________________________________________________

**Please list anyone we are allowed to release information to regarding your child’s appointments, treatment, diagnoses, and to accompany appointments:
First & Last Name: ___________________________________ Relation: __________________
Phone Number: (_______)________-_________ 
Please list any additional personal that is allowed to accompany your child or to obtain medical information regarding your child:
First & Last Name: ___________________________________________ Relation: ________________
Phone Number: (_______)________-_________ 


Parent/Guardian Signature: __________________________________________ Date: _____________
