
F{ealth F{istory {Jpdate

Date:

Child's Name:

Falent's Ceil Fhone Number:

Parent's Email Address:

NEW Address and Phone Nnmber:

***please give fa"oxat desk yoaln cere"nemt ixasarnannce card and dniver's Eicec?se***

1. Is there anything about your child's teeth, mouth or jaw that concerns you? Y or N

If Yes. what?

2. Is your child currently under the care of a physician for any medical problems? Y or N

lf Yes, what?

3. Are immunizations, including tetanus, up to date? YorN

4.Date of your child's last physical examination.

5. Does your child have a heart condition that requires antibiotics prior to dental

treatment?

6. Is your child allergic to any medications?

YorN

YorN

trf Yes- what?

7. Is your child taking any medications? YorN

If Yes, what?

B. Is your child allergic to latex, metals or acrylics? YorN

trf Yes, what?

9. Do you use well water?

10. Do you Llse bottled water?

If Yes, is it fluoridated?

We care about your child's dental health!! How firm do you want us to be with their oral

hygiene and nutritional counseiing?

_ Gentle Moderate Firm

YorN

YorN

YorN


