                



CHILD MEDICAL HISTORY                                Chart#________
First name __________________ MI_____ Last name__________________ Preferred name______________ 

Address ____________________________________________ City/State/Zip_________________________    
Home phone __________________ Mother cell _____________________ Father cell ___________________
Date of birth__________ Patient social security#______________ Email address_______________________    

Father _______________ Place of employment_________________________ Phone #__________________
Mother_______________ Place of employment_________________________ Phone # __________________
Prefer contact by phone at____________text at #______________ or email__________________

Emergency Contact Name & Phone#  _________________________________ (     ) _________________
Medical Doctor ______________________________________________________________


     First Name                   Last Name                                      City

Circle YES or NO for every item HAS YOUR CHILD EVER HAD:









Mouth Ulcers


  Yes  No

High Blood Pressure


Yes  No


Fever Blisters


  Yes  No

Diabetes



Yes  No


Heart Problems


  Yes  No

HIV Positive



Yes  No


ADD or ADHD   

 
  Yes  No

Sinus Problems



Yes  No          

Angina                      
 
  Yes  No

Cancer,  type_________________
Yes  No


Pacemaker 


  Yes  No                

Seizures, if yes, date___________
Yes  No


Chemotherapy


  Yes  No           

Free Bleeder


            Yes  No 

Radiation therapy     

  Yes  No 

Asthma
 requiring medication

Yes  No


Latex Sensitivity

  Yes  No 

TMJ




Yes  No


Mitral Valve Prolapse

  Yes  No 

Tuberculosis     (+) Test                       Yes  No        

Congenital Heart Defect
  Yes  No

Stroke




Yes  No

 
Crohn’s disease    

  Yes  No

Taking Blood Thinner


Yes  No 

Blood Transfusion

  Yes  No 

Hepatitis



Yes  No


Do You Crunch Ice

  Yes  No 

Thyroid Problems


Yes  No


Clench teeth 


  Yes  No

Dry Mouth                           

Yes  No 

Grind teeth

 
  Yes  No
    

Reflux




Yes  No         

Use Electronic toothbrush 
  Yes  No
Family history of head/neck cancer
Yes  No


Mainly drink bottled water          Yes  No
Eating disorder



Yes  No


Suffer from Mouth Odor
  Yes  No

Are you a mouth breather?

Yes  No


Mental Handicap

  Yes  No
Chew gum daily


Yes  No


Fainting spells


  Yes  No
Joint replacement


Yes  No


Organ Transplant
  
  Yes  No

Pin or Screw in a joint


Yes  No


Previous Bacterial Endocarditis    Yes  No   
Previous Gum Treatment

Yes  No
  

Currently have a Shunt

   Yes  No
Repair of a Heart Defect

Yes  No



Metal Sensitivity


Yes  No
                       Other Medical Conditions             Yes  No     


Warts on fingers


Yes  No


   Explain _______________________















CIRCLE IF YOU ARE ALLERGIC TO ANY OF THE FOLLOWING MEDICATIONS:
Penicillin    Amoxicillin    Augmentin   Tetracycline   Codeine    Keflex     Ceftin    Cleocin   NONE KNOWN 

Other Medication allergies? ______________________________________________________________
Circle if you are allergic to any of the following:  Kiwi    Avocados    Bananas    Chestnuts    None
Does your child take Garlic, Gingko, Ginseng, Ginger, Fish Oil or Flax Seed Oil?  Yes  No  If yes, which one(s)? __________

Is your child up to date on all immunizations?
Yes   No 

If your child is having a dental cleaning today, do you want the recommended fluoride treatment?     Yes     No

If your child is due for diagnostic films or has a visible problem requiring a film, do we have your permission to take these needed films today?       Yes   No 

Brand & type of toothpaste your child uses (ex: crest cavity protection) _______________ Does (s)he swallow it? Yes No
Does your home have well water?      Yes      No     
Does your child eat a lot of sweets?   Yes      No 

What beverage(s) does your child have most days? _______________________________________________________
This health update is to be completed at least every 5 years. I understand it is my responsibility to notify Dr. London of 
changes in my child’s health.   The information I have provided is accurate and complete.  We are committed to providing 
your child the best dental care possible and do not make recommendations for dental care based on what your insurance 
will or will not cover.  I understand I am responsible for the account balance, whether insurance pays or not.

Signature______________________________   Date _______________  

Reviewed by _____and _____
