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Simply put, that means you child cannot be healthy without good oral health and oral health means more than healthy teeth. New
research is pointing to association between chronic oral infections in adults and heart and lung diseases, stroke, low birth-weight
and premature births. Association between periodontal disease and diabetes has long been noted. Tooth decay is currently the

single most common chronic childhood disease — five (5) times more common than asthma and seven (7) times more common than
hay fever.

The mouth reflects general health and well-being. The American Academy of Pediatric Dentistry states one of their core values as
“oral health is an inseparable part of the overall health and welfare of the infant, child and adolescent.” Our practice supports these
values and philosophies. It is important that we are aware of and understand your child’s overall health history. Please provide the
most complete and accurate information as possible when completing your child’s health history information. This information is
invaluable as we provide the best dental care and treatment to your child.

HEALTH HISTORY & PATIENT INFORMATION

Child’s Name: Date:

Reason for bringing your child to the dentist:

HEALTH HISTORY: YES NO Reviewer Comments

1. Is your child being treated by a physician at this time?

N

Has your child ever been a patient in a hospital?
3. Has your child ever received general anesthesia?

4. Has your child ever been seriously ill?

o o o o o
o o o o o

5. Has your child ever had surgery?

If yes, describe:

6. Is your child allergic to anything? (medicine, food) (I (I
If yes, what?

7. Is your child taking any medicines at this time? O O
Is yes, what?

8. Has your child ever been seen by a dentist before?
9. Has your child ever received fluoride in any form?

If yes, what form?

10. Does your child suck his/her thumb, finger or pacifier? O O
11. Does your child brush his/her teeth daily? O O

How many times/day?

12. Does your child snore? O O




13. What type of toothpaste does your child use?

14. At what age did you child stop bottle/breast feeding?

Organs & Systems: Has your child ever had any treatment for any of the following? Please check yes or no:

YES NO YES NO YES NO

O O Blood/Circulatory Transfusions O O Gastrointestinal (stomach) O O Muscles

O O Bones O O Kidney/bladder O O Nervous System
a O Endocrine Glands O O Heart d 0O Skin

O O Eyes,Ears,Nose,Throat (circle one) O O Liver O O Tonsils/Adenoids

lliness: has your child ever been diagnosed as having any of the following conditions? Please check yes or no:

YES NO YES NO
O O AIDS,AIDS related complex, HIV O [ Epilepsy, convulsions, seizures YES NO
O 0 ADD or ADHD O [ Eye or sight problems O O Orthopedic problems
O O Allergy, seasonal O [0 Excessive bleeding problems O O Pneumonia
O 0 Anemia O [J Gastroesophageal reflux O [0 Rheumatic heart disease or fever
O O Arthritis O [0 Gastrointestinal disease O [0 Respiratory disease
O 0 Asthma O [J Hearing or speech disorder O [ Scoliosis
O 7 Autism O [0 Hear murmur O O Sexually transmitted disease
O O Brain injury O OO0 Hemophilia/other blood disorder O [ Sickle cell disease or trait
O [0 Cancer O [ Hepatitis, jaundice, liver disorder O [J Spina Bifida
O O Cleft lip/palate O [ Kidney or bladder disease O [0 Stroke
O [ Cystic fibrosis O O Leukemia O O Tuberculosis
O [J Diabetes O [J Mental or Developmental O [ Other
O [0 Emotional disturbance O [ Nutritional Deficiency
Home Setting:
1. Parents’ marital status: O Single O Married O Partner O Other O Divorced O Widowed
2. Family members in the home (check all that apply): O Mother O Father O Brother(s)#___ [ Sister(s)#____
U Grandmother [0 Grandfather [ Other relative(s)
3. Who is the primary caregiver for your child? 0 Mother O Father O Other relative [0 Caregiver outside the home

4. What is the level of your child’s pain tolerance? (circleanumber) 0 1 2 3 4 5 6 7 8 9 10
Least pain most pain

5. Have you or any of your child’s caregivers had a negative dental experience? O Yes O No

6. Do you have any financial concerns regarding your child’s dental appointment or potential treatment? O Yes O No

Is there anything else you think we should know about your child?

Signature of person completing form Relationship to patient Date

DO NOT WRITE BELOW THIS LINE

Height Weight Heart rate Respiratory rate BP

Medical History Summary: (Summarize from parent interviews or medical record; include precautionary measures to dental care.)

SBE Recommendations:




Dental History Summary (Summarize briefly patient’s past history and dental experience):

Reviewer: Date:




