Child’s – Health History                    


	 Child’s Name:                                                                  Preferred Name:                                       Pronoun:                                                                          

	 Gender:                                                                            Sex (if different than gender identity): 

	 Birth Date: (dd/mm/yy)                                                         Age:                                                          Weight:

	 Guardian’s Name:                                                            Phone Number: 

	 Mailing Address:                                                              Civic Address:                                            Postal Code:  

	 Email Address:                                                                 Do you want us to communicate by email/text?       Yes  FORMCHECKBOX 
    No   FORMCHECKBOX 
    
 Is this child covered under Dental Insurance?  Yes  FORMCHECKBOX 
    No   FORMCHECKBOX 
    Insurance Provider:

	 Policy #                                                                           Certificate#

	Medical History 

	  Physician’s Name:

	  Date of last physical exam:                                                  Approx. Date of Last Dental Exam:

	  Please list ALL medications the child is taking:  None  FORMCHECKBOX 
  or List:

	  Does the child have any allergies to drugs or medications? No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 
 If Yes, to what?

  Is your child allergic to latex?  No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 
   

	  Does the child have any history of, or difficulty with, any of the following?  Please indicate with a check mark 

	   Anemia
	 FORMCHECKBOX 

	Chronic Sinus
	 FORMCHECKBOX 

	Hearing 
	 FORMCHECKBOX 

	Measles
	 FORMCHECKBOX 


	    Asthma
	 FORMCHECKBOX 

	Thyroid
	 FORMCHECKBOX 

	Convulsions
	 FORMCHECKBOX 

	Heart
	 FORMCHECKBOX 


	   Mononucleosis
	 FORMCHECKBOX 

	Tuberculosis
	 FORMCHECKBOX 

	Bladder
	 FORMCHECKBOX 

	Diabetes
	 FORMCHECKBOX 


	    Kidney
	 FORMCHECKBOX 

	Mumps
	 FORMCHECKBOX 

	Cerebral Palsy
	 FORMCHECKBOX 

	Epilepsy
	 FORMCHECKBOX 


	    Liver
	 FORMCHECKBOX 

	Rheumatic Fever
	 FORMCHECKBOX 

	Chicken Pox
	 FORMCHECKBOX 

	Other 
	 FORMCHECKBOX 


	    Malignancies
	 FORMCHECKBOX 

	Excessive Bleeding
	 FORMCHECKBOX 

	Fainting
	 FORMCHECKBOX 

	
	

	   Has the Child had any unhappy dental experiences? 
	

	   Does child have any mouth habits – thumb sucking, nail biting, mouth breathing?
	

	   Do you assist the child with toothbrushing?   Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
 How many times a day does the child brush their  teeth?
	

	   Please describe any current medical treatment, impending operations, or any other medical or dental information that 

   may possibly affect the child’s dental treatment and/or any specific fears the child has in regard to this visit.
	

	
	
	

	
	
	

	
	
	

	
	Guardian Signature :                                                                             Date:
	

	
	Please note that we require a notice of 24 hours to cancel appointments, or a charge will be added to your account.  
            
	


