[bookmark: _GoBack]PEDIATRIC DENTISTRY HEALTH INFORMATION
Child’s Name____________________________________Birthdate_____________Sex:  M or F       Date:_____________
Responsible Party_______________________________ Who is Insured?  Mother_______ Father_______ Other______
Mother or Guardian’s name_____________________________________  Home Phone #_________________________
Cell Phone #________________________ e-mail ___________________________________Marital status___________
Father or Guardian’s name______________________________________ Home Phone #_________________________
Cell Phone #________________________e-mail____________________________________marital status ___________
Home address___________________________________City____________________State_____Zip________________
Home Phone #________________________Cell#______________________e-mail_______________________________
Employer’s Name___________________________________________ Work #__________________________________
Insurance CO.___________________________________ID#__________________________Group#_________________
Child’s Physician_ _________________________________________Phone #___________________________________
Who referred you to our office? __________________________________________phone#_______________________
Dental History
Reason for this visit?_________________________________________________________________________________
When was child’s last dental visit?__________________ What was done then?_________________________________
Previous dentist (Name & Location)____________________________________________________________________
Has the child had x-rays (If so, what kind and when were the last ones taken)__________________________________
How often do you brush the child’s teeth?______________________ Floss them?______________________________
Please check Yes or No to the following Questions
	YES
	NO
	Question
	YES
	NO
	

	
	
	Do their gums bleed while brushing?
	
	
	Are their teeth sensitive to hot or cold?

	
	
	Are their teeth sensitive to sweet or sour?
	
	
	Do they feel pain in any of their teeth?

	
	
	Do they have sores or lumps in/or near their mouth?
	
	
	Have they ever worn a bite plate or other appliance?

	
	
	Have they had any head, neck or jaw injuries?
	
	
	Do they have headaches?

	
	
	Do they clench or grind their teeth?
	
	
	Do they get popping or clicking in jaw joints?

	
	
	Do they get pain in jaw joint, ear, or face?
	
	
	Any difficulty opening /closing their mouth?

	
	
	Any difficulty in chewing?
	
	
	Do they bite their lip or cheeks frequently?

	
	
	Any loosening of their teeth?
	
	
	Does food get caught between their teeth?

	
	
	Any difficult extractions in the past?
	
	
	Any prolonged bleeding after an extraction?

	
	
	Would you change anything about their smile
	
	
	Is the child fearful about seeing the dentist?



Does your child have or have they had any of the following conditions? (Check all conditions that apply)

	
	Asthma
	
	Learning Disorder
	
	Sickle-Cell Anemia
	
	High Blood Pressure
	
	

	
	Pneumonia
	
	Visual Impairment
	
	Anemia
	
	Rheumatic Fever
	
	

	
	Headaches
	
	Hearing Impairment
	
	Frequent Earaches
	
	Heart Damage or murmur
	
	

	
	Dizziness
	
	ADD, ADHD, Autism
	
	Liver Disease
	
	Tuberculosis (TB)
	
	

	
	Seizure disorder
	
	Mental Health Care
	
	Hepatitis
	
	Autoimmune Disease
	
	

	
	Stroke
	
	Nervousness
	
	Kidney Disease
	
	Thyroid disorder
	
	

	
	Gastric Tube (G-Tube)
	
	Traumatic Brain Injury
	
	Abnormal Bleeding/Bruising
	
	Congenital Heart Disease
	
	

	
	Cerebral Palsy
	
	Arthritis
	
	Crohn’s Disease
	
	Genitourinary Disease
	
	

	
	Diabetes: Type I
	
	Cancer
	
	HIV or AIDS
	
	Chicken Pox
	
	

	
	Diabetes: Type II
	
	Chemotherapy
	
	Eating Disorder
	
	Gastro-esophageal Reflux
	
	

	
	Genetic disorder
	
	Hemophilia
	
	Immunosuppression
	
	Birth Defects
	
	

	Any other conditions not listed:



Signature of Parent or guardian_________________________________________________________Date___________
