Medical History Form
Please fill out and bring with you to appointment.  Make sure you sign at the bottom if faxing.
	Patient’s Name
	   
	Birth Date
	
	Age
	

	Child’s Physician & Phone #
	

	Has the child ever had one of the following ( Yes or No )  Please explain YES answers

	Condition
	Y/N
	Explain “yes”

	Artificial joints or valve replacements
	
	

	Asthma
	
	

	Autism / PDD Spectrum
	
	

	Behavior Problems
	
	

	Cancer
	
	

	Cleft Lip/Palate or Facial Disorder
	
	

	Congenital Birth Defects
	
	

	Convulsions / Epilepsy / Brain Injury
	
	

	Diabetes
	
	

	Growth Problems
	
	

	Handicaps or Disabilities – what type?
	
	

	Hearing/Ear Problems
	
	

	Heart Murmur or other Heart Problems
	
	

	Hemophilia or Abnormal Bleeding
	
	

	Hepatitis
	
	

	High Fevers
	
	

	HIV+ / AIDS
	
	

	Hyperactivity, ADD or ADHD
	
	

	Kidney or Liver Problems
	
	

	LATEX Allergy?   
	
	

	Learning Disability or Mental Retardation
	
	

	Rheumatic Fever
	
	

	Speech Problems
	
	

	Tuberculosis
	
	

	Vision/Eye Problems
	
	

	Describe child’s learning process for his/her age:  Circle one:   Advanced     Average      Slow
	Do mother and father live together? Y or N

	List all Drug or other ALLERGIES
	

	List all DRUGS child is currently taking
	

	Any serious medical problems, operations, or hospital stays?  Explain.
	


I understand that the information I have given is correct to the best of my knowledge, that it will be held in the strictest of confidence, and it is my responsibility to inform the 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.  X






/date:





Thank you for filling out this form completely.  It will enable us to give your child the best dental care possible.  If you or your child has any questions, please feel free to ask us any time.
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