Dental History Form
	Patient’s Name
	   
	Today’s Date
	

	Previous Dentist Name & Address
	

	Is this his/her 1st Dental Visit?
	Y or N
	Date of last dental visit?
	
	Would you like us to request previous dental records?
	

	Reason for your child’s visit today?
	

	Has the child ever had a serious/difficult problem with previous dental treatment?  If YES, explain
	

	Please answer the following (Yes or No) questions

	Question
	Y/N
	Comments

	Does child brush daily?
	
	Do You Help? Yes or No

	Does child floss daily?
	
	Do You Help? Yes or No

	Does child take a fluoride supplement?
	
	

	Does child thumb or finger suck?
	
	

	Is child still breast feeding or bottle fed?
	
	

	Does child breathe out of his/her mouth?
	
	

	Does child lip suck or bite nails?
	
	

	Does child use a pacifier?
	
	

	Does child grind his/her teeth?
	
	

	Has child had a tooth extracted?
	
	

	Has child had any injuries to the face, mouth or teeth?
	
	

	Does child require an antibiotic prior to dental treatment?  If YES, please call us BEFORE the appointment.
	
	

	Is there a family history of missing or extra teeth?
	
	

	Does child have braces or orthodontics? If YES, please enter Orthodontist’s name and location.
	
	


