Children’s Health History

For the office of Brandon M. Ford,  D.D.S.

Date: _______________________ Child’s Birth Date: ____________

Child’s Name:  ____________________________________________

Child’s Address:  __________________________________________

City, State, and Zip: _______________________________________

Child’s Parent or Guardian’s Full Name: ________________________

Child’s physician: __________________________________________

Physician’s phone: _________________________________________

Your child’s overall health as well as any medications, which your child takes, could have an important interrelationship with the dental care your child receives.  Please answer each of the following questions completely.

Child’s Health History

Has your child had difficulty with previous dental visits? ____________________

Has your child ever had any of the following:

	__ asthma
	__ disabilities

	__ cancer
	__ tuberculosis

	__ hepatitis
	__ diabetes

	__ HIV/ AIDS
	__ rheumatic fever

	__ Hemophilia
	__ congenital heart defects

	__ abnormal bleeding
	__ heart murmur

	__ allergies
	__ convulsions/ epilepsy


Please explain any medical problems that your child has____________________ ___________________________________________________________________________________________________________________________________________________________________________________________________

Child’s Habits

How often does your child brush? _________________ floss? _______________

Does your child suck his thumb/ finger? _________________________________

Does your child suck or bite her lips?  ___________________________________

Does your child grind his teeth?  _______________________________________

Does your child clench her jaws?  ______________________________________

Do you use water from a well?  ________________________________________

Does your child take fluoride supplements?  ______________________________

To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be dangerous to my child’s health.  It is my responsibility to inform the dental office of any changes in my child’s medical status.  I also authorize the dental staff to perform the necessary dental services my child may need.

_________________________________________________________________

Signature of parent or guardian






date

Doctor’s Review

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Date: _____________________Signed:  ________________________________

Health History Update:

Date:  __________  Initials:  __________

Comments: ___________________________________________________________________________________________________________________________________________________________________________________________________

Date: __________  Initials: __________

Comments: ___________________________________________________________________________________________________________________________________________________________________________________________________

Date: __________  Initials:  __________

Comments:  ___________________________________________________________________________________________________________________________________________________________________________________________________

