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DENTAL PATIENT INFORMATION AND HEALTH HISTORY FORM  

Department of Dentistry Telephone: (617) 355-6571 
In order to ensure that your child receive the best care at our clinic, we ask you to carefully complete this form.  

PATIENT INFORMATION AND HEALTH HISTORY 

Child’s Legal First and Last Name: ___________________________________   Child’s Preferred Name: ______________________ 

Age: _____   Birthdate: ___________________ Sex:________  Gender:_________ Preferred Pronouns: ________________________ 

Guardian’s Name: _____________________________________________  Relationship to Child: ____________________________ 

Phone: _______________________ Email: ________________________________________________________________________ 

Guardian 2’s Name: ___________________________________________  Relationship to Child: _____________________________ 

Phone: _______________________ Email: ________________________________________________________________________ 

Were you referred to our clinic?  Yes □  No □   If yes, by whom? _______________________________________________________  

 

MEDICAL HISTORY 

1. Medical conditions: Does your child have any history of the following? (Check all that apply) 
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2. Medications: Is your child CURRENTLY taking any medications and/or vitamins? If yes, what? ___________________________             

3. Steroid Use: Has your child had any steroid treatment in the past 6 months?  Yes □  No □ 

4. Antibiotics: Have you ever been told that your child needs to take antibiotics before dental treatment?  Yes  □  No □ 

 
5. Allergies: Has your child had any known allergic reactions?   Yes □ No □ 

If yes, please list (please include any food or drug allergy): 

____________________________________________________________________________________________________________ 

 

6. Hospitalizations: Has your child ever been hospitalized?  Yes  □  No □ 

If yes, reason for hospitalization(s): _______________________________________________________________________________ 

 

7. Surgeries: Has your child had any surgery (operations)?   Yes  □   No □ 

For what reason(s): ___________________________________________________________________________________________ 

Were there any complications?  Yes  □  No  □ 

If yes, please explain:__________________________________________________________________________________________ 

 

8. Have you or your child ever felt threatened in your home or are there any elevated stresses happening in your home?   Yes  □  No □ 

 

DENTAL HISTORY 

1. Why is your child here today? _________________________________________________________________________________ 

2. If your child has been to another dentist previously:  

Dentist Name: ____________________             Date of last visit: ____________________  

Have X-rays been taken? Yes □  No □                When: ____________________ 

 

3. Brushing: Does your child brush their own teeth?   Yes □   No □ 

When do they brush?      AM □       PM □        After meals □    

Does your child use dental floss?  Yes □   No □ 

What toothpaste does your child use? ______________________________      Does it contain fluoride?  Yes □   No □ 

 

4. Diet:  How many times per day does your child drink? Water ___ Milk ___   Juice ___ Sports drinks ___ Soda ___ Other _______ 

How many times per day does your child snack?  _____ What types of snacks?  ___________________________________________ 

4. Trauma: Have your child’s teeth ever been injured? Yes □  No □ 

If yes, when (age)? ______________ Which teeth? ________________ Cause?____________________________________________ 

Did your child receive treatment?  Yes □  No □ 

If yes, describe treatment:_______________________________________________________________________________________ 

 

5. Habits: Does your child have any of the following habits?  

Bottle to sleep or nap    Yes □  No □             

Thumb, pacifier, or finger sucking   Yes □  No □                       

Mouth breathing     Yes □  No □                                   

Grinding of teeth    Yes □  No □                                

 

---------------------------- FOR COMPLETION BY PATIENT/PATIENT REPRESENTATIVE ---------------------------- 

 
        

Patient/Parent/Guardian Signature  Name (printed):  Relationship to Patient or Patient  Date 

 

-------------------------------------------------- FOR COMPLETION BY PROVIDER ---------------------------------------------- 

 

Provider Signature:  __________________________                                             Date: ______________________ 


