
 
ABOUT YOUR CHILD MEDICAL HISTORY 

  
______________________________________ _____________________________________________ 
Child’s Name (First)              (MI)               (Last) Physician’s name                                             Phone # 
 _____________________________________________ 
______________________________________ M / F Emergency contact name                                          Relationship 

_____________________________________________
Address    City/State     Phone # 

Name child prefers to be called 
 

 
___________     _______________________________ Is your child currently under the care of a  Yes  No  
Date of birth             School (if applicable) physician for a specific medical problem?  If yes, what? ____________________ Reason for Visit: _________________________________  _____________________________________________ Is your child currently taking any prescription Yes  No   or over-the-counter medications?   Child’s Hobbies: _________________________________ If yes, what? ____________________   Names of other children: ___________________________ Has your child had a history of taking any   Yes  No  medications frequently?   Referred by: ____________________________________ If yes, which ones? _________________   

DENTAL HISTORY Does your child take prescription fluoride?  Yes  No 
  
Is this your child’s first dental visit? Y / N Is your child allergic to any medication?  Yes  No 
_____________________________________________ If yes, what? _____________________ 
Previous dentist                                       City, St      What was the reaction? ______________ 
_____________________________________________  
Date and nature of last visit Does you child have allergy to latex, dyes,  Yes  No  

or metals? Any history of injuries to your child’s teeth or jaws?  Y / N 
If yes, what? ______________________ When & how?___________________________ 
What was the reaction? _______________ Child finished nursing or bottle-feeding at age: ___________ 
 Habits (circle):  
Has your child ever been hospitalized   Yes  No Thumb/finger sucking  Now / In past 
or had surgery?   Pacifier    Now / In past 
For what? _______________________ Teeth grinding or clenching Now / In past 
 None Has any member of your family, including your Yes  No  child, had a problem with general anesthetic? Has your child experienced any unfavorable reaction to previous 

medical or dental care?  Y / N (If yes please explain) If yes, describe:_______________________ 
 _____________________________________________

_____________________________________________
How do you think your child will respond to dental treatment? 
_____________________________________________
_____________________________________________ 

Are your child’s immunizations up to date? Yes  No 
 
Have you ever been told that your child requires Yes  No  
antibiotics prior to dental treatment because of a  
heart defect or any other medical condition? 
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MEDICAL HISTORY (Continued) 
 
Has your child been diagnosed as having any of the following 
conditions? (Please check yes or no for each): 
 Y    N    Y     N 

    AIDS/HIV      Ear problems  
    Anemia       Eye problems  
    Arthritis       Excessive gagging 
    Asthma       Fainting or dizziness 
    Autism       Fever blisters  
    Bladder conditions     Growth problems 
    Blood disease      Hearing  impairment 
    Blood transfusions     Heart murmur / defect 
    Birth defects      Hemophilia 
    Bone or joint problems     Hepatitis   
    Brain injury      High blood pressure 
    Bruises easily      Hyperactivity / ADHD 
    Cancer or malignancies     Kidney disease 
    Cerebral palsy      Liver disease 
    Chemotherapy or radiation     Neurological problems 
    Child abuse      Nutritional deficiency  
    Chronic infections     Pain in jaw joints 
    Chronic headaches     Premature birth  
    Cleft lip / palate      Psychiatric care 
    Congenital heart disease     Respiratory disease 
    Convulsions or seizures     Rheumatic fever 
    Developmental delay     Sickle cell disease 
    Diabetes       Speech disorder 
    Drug addiction      Syndrome: _______ 
    Emotional disturbances             _______________ 
    Epilepsy        Other : _________ 

     _______________ 
    Do you wish to speak with the doctor privately about any               

 special concern (medical concerns or otherwise)? 
     

I understand that I am responsible for all charges incurred by me or my family 
and that payment is due at the time of service.  I hereby authorize payment 
directly to Dentistry for Children from insurance companies listed above.  I 
agree to payment of any co-pays, deductibles, and uncovered services or 
amounts.  I authorize the release of any information necessary to process 
insurance claims.  If my account requires servicing for collection, I understand 
that I will be liable for fees and 18% interest in addition to my outstanding 
balance. 

 
INSURANCE 

 

_____________________________________________ 
Primary Dental Insurance Company  Group # 
______________________________________________________ 
Address     Phone  
______________________________________________________ 
Policy holder’s name   Relationship to patient 
_____________________________________________ 
Secondary Dental Insurance Company  Group # 
______________________________________________________ 
Address     Phone  
_____________________________________________ 
Policy holder’s name   Relationship to patient 
______________________________________________________ 
Medical Insurance Company   Group# 
_____________________________________________ 
Address     Phone 

RESPONSIBLE PARTY 
(Must be fully completed to accept insurance assignment) 

 
_____________________________________________ 
Mother’s full name 
_____________________________________________ 
Address 
_____________________________________________ 
City     State  Zip 
_____________________________________________ 
Social Security #    Date of birth 
_____________________________________________ 
Home Phone   Business or Cell Phone 
__________________________________________ 
Employer    Occupation 
_____________________________________________ 
Father’s full name 
_____________________________________________ 
Address 
_____________________________________________ 
City     State  Zip 
_____________________________________________ 
Social Security #    Date of birth 
_____________________________________________ 
Home Phone   Business or Cell Phone  
_____________________________________________ 
Employer    Occupation 
 

Child lives with:  Both parents Mother  Father  Other 
 

AUTHORIZATION 
 

_____________________________________________________ 
Signature      Date 
 

CONSENT 
 
I give the doctor permission to use such measures as deemed necessary in her 
professional judgment to render diagnosis and treatment for my child.  I have 
given an accurate report of my child’s dental and medical histories.   
______________________________________________________
Signature      Date 
______________________________________________________ 
Relationship to Child 
 
 
______________________________________________________ 
REVIEWING DOCTOR’S SIGNATURE  DATE 
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