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Health History

Please answer all questions

Yes Mo Yes Mo

Child's Physician
Physician’s Phone #
Is child under care of physician NOW .......oeceeeeennnees
Is child receiving any medications or drugs? ...
Is child allergic to any drugs? ... ssssesssseessmenees
If so, what:

oo

ood

Has your child received a blood transfusion ...

Are there any emotional problems ...
Has child ever been hospitalized..... s
Are there other allergies: food, pollen, etc....oereeres

If so, what:

oo
oo

HAS CHILD HAD HISTORY OR DIFFICULTY WITH ANY OF THE FOLLOWING:

Heart TroUDBIE e ssseenneneen
AAMIEITIIA et creeesss s sss s ssss s ssssasss e st s s s s sssss o
RREUMATIC FEVET .o sseesenssneen
HE D aTIEIS s semsesssesss e s ensssmssassss s sms s s s s e sssnsasssanen
JAUNGICR v sen s ceesn s ssssese st s sssssssssesss s s sesamenes
AIDSHIV POSITIVE. ..c.orervereecerresvrvsassnssaseemeasmssseesssssesssssssesssssssssssses
BrONCRITES oeveeeeevves e seeseses e sssssamsssssassss s ssssssessessssssssssssssssses
Ly T OO O
TUBDEICUIOSIS oo eeerreeesssceemm s ceamcsssssessssseesesees s sssssesssss
Diabetes......o......
Epilepsy-Seizures....
Joint Replacement......
Learning Disabilities..
Physical TreatmenT .. e sesess s sesssssssessmsssssssssassssssssens
Are there any other conditions other than those listed above that we need to be aware of?

Cancer.. ..
Kidney Disease.......

Bladder problems......
Liver Disease ...........
IVIEASIES. et ceass s e sn s s s s s nn s
CRrEBIAl PAlSY ... eereceemsesmsassssssssssssssessnsessmsssssssssssasssssssesssssnees
MONONUCIROSIS oo cevs s sseenmss s sesemsee s s sssss s sssssssassssses
Hearing TroUDIE .. e s sssss e s snsssssssssses
CHICKEN POX oot cesmsss s s sssesnsssssessnssssasssses ssssssesssssssasssenen
ABNOrmal Bleeding... e reeessmeeensss e ssssessssssssessssessesnces
SINMUS TROUDIE et sss e s s sss s ssasssssen
Birth Defacts.. s ssssenms s sessmmsesssssssnsessssssssssssssssssses
Attention Deficit DiSOTder ... e ssscsseessssessssssessesnces
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AUTHORIZATION
| have reviewed the information on this questionaire, and it is accurate to the best of my knowledge. | understand that this information will
be used by the dentist to help determine appropriate and healthful dental treatment. If there is any change in my child’s medical status; | will
inform the dentist.

| authorize the insurance company indicated on this form to pay the dentist all insurance benefits otherwise payable to me for services rendered.
| authorize the use of this signature on all insurance submissions.

| authorize the dentist to release all information necessary to secure payment of benefits. | understand that | am financially responsible for all
charges whether or not paid by insurance.

Child’s Name (print) Signature Date

Payment is due in full at time of treatment, unless prior arrangements have been made.



