[image: ]Medical/Dental History – Child Patient (18 or Younger)		
	
Patient Information
 (
Patient’s 
First Name
) (
Patient’s Last Name
)
 (
Patient’s Preferred Name
) (
Patient’s 
Middle Name
)

 (
Date of Birth
)
Has the child had any history, or conditions related to, any of the following:
[bookmark: Check3][bookmark: Check6][bookmark: Check9]|_| Anemia 				|_| Anxiety/Depression 		|_| Arthritis 		
[bookmark: Check10][bookmark: Check11][bookmark: Check12]|_| Asthma				|_| Bladder 			|_| Bleeding Disorders	
[bookmark: Check13][bookmark: Check14][bookmark: Check15]|_| Bone/Joint Issues  			|_| Cancer 			|_| Cerebral Palsy 	
[bookmark: Check16][bookmark: Check17][bookmark: Check20]|_| Chicken Pox 			|_| Chronic Sinusitis		|_| Diabetes 		
[bookmark: Check21][bookmark: Check25][bookmark: Check26]|_| Ear Aches				|_| Epilepsy 			|_| Fainting 		
[bookmark: Check27][bookmark: Check31][bookmark: Check35]|_| Growth Problems 			|_| Hearing Impairment 	|_| Heart  
[bookmark: Check36][bookmark: Check41][bookmark: Check42]|_| Hepatitis			 	|_| HIV/AIDS 			|_| Immunizations 
|_| Kidney 				|_| Latex Allergy 		|_| Liver  
|_| Measles 				|_| Mononucleosis 		|_| Mumps	
|_| Pregnancy (teens) 			|_| Rheumatic Fever 		|_| Seizures 		
|_| Sickle Cell Disease 			|_| Thyroid 			|_| Tobacco/Drug Use	
|_| Tuberculosis 			|_| Venereal Disease 		|_| ADD/ADHD	
[bookmark: Check4]|_| Bells Palsy				|_| Botox- cosmetic 		|_| Botox- medical
|_| Circulatory Problems		|_| Other/Not Listed		|_| None of the Above	

If Other/Not Listed is checked, please list here: 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Name of Child’s Physician and Phone Number: _____________________________________________________________________________________

Child’s History
Is the child taking any prescription(s) and/or over the counter medications or vitamin supplements at this time? ____________________________________________________________________________________
If yes, please list here: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is the child allergic to any of the following? 
|_| Acrylics 				|_| Amoxicillin 			|_| Aspirin 
|_| Clindamycin 			|_| Iodine 			|_| Latex 
|_| Local Anesthetics 			|_| Metals 			|_| Penicillin 
|_| Sulfa drugs 				|_| Codeine	 		|_| Naproxen 	
|_| Neosporin 				|_| Erythromycin		|_| No Known Allergies
|_| Other/Not Listed 

If Other/Not Listed is checked, please list here (including certain foods and/or peanut/tree nut allergies): 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has the child ever had a serious illness? ____________________________________________________
If yes, when? __________________________________________________________________________
Has the child ever been hospitalized? ______________________________________________________
Does the child have a history of any other illnesses? __________________________________________
If yes, please list: _______________________________________________________________________
Does the child have any speech difficulties? _________________________________________________
Does the child experience excessive bleeding when cut? _______________________________________
Is the child currently being treated for any illnesses? __________________________________________
Is this the child’s first visit to a dentist? _____________________________________________________
If not the first visit, when was the approximate date of the last dentist visit? _______________________


Previous dentist name and number? _______________________________________________________
Does the child currently require antibiotic pre-medication prior to dental appointments? ____________
If so, what antibiotic does the child take (ie amoxicillin/clindamycin)? ____________________________
Has the child had any problem or anxieties with dental treatment in the past? _____________________
Has the child ever suffered any injuries to the mouth, head, or teeth? ____________________________
Has the child had any orthodontic treatment? _______________________________________________

Has the child ever had any teeth removed? _________________________________________________
Does the child use a fluoride toothpaste? ___________________________________________________
Does the child suck his/her thumb, fingers, or a pacifier? _______________________________________
Does the child ever have any problems with sleeping, snoring, or waking frequently in the night? ______
Does the child participate in active sports activities? __________________________________________
Do you have an immediate dental concern for the child? _______________________________________
_____________________________________________________________________________________

Acknowledgement
By checking the box below, I acknowledge that I have reviewed all questions on the questionnaire and responded accordingly and truthfully on behalf of this child. There are no other medical conditions or medications/allergies that I have that were not indicated or made note of. I am aware that I must notify Meyer Dental Group of any future changes to the child’s medical health, should anything change.
I will not hold Dr. Meyer, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that I may have made in the completion of this form. 
By checking this box, I understand the above information and agree with its contents. 
|_| Confirmation of Understanding 
Parent/ Guardian’s Signature _________________________________________
Date ____________________________________________________________
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