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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 o No o If yes, by whom?

MEDICAL HISTORY
1. Medical conditions: Does your child have any history of the following? (Check all that apply)

General conditions Developmental | Infectious
] Arthritis [ Brain injury [ ]Hepatitis
[ ] Asthma |_lCersbral palsy L ]HIV infection (AICS)
[ IDiabetes || Cleft lipipalate [ | Tuberculosis
[ | Gastrointestinal disorders || Down Syndrome [ 1sexually Transmittec Disease (STD)
' [_|Heart disease |_|Developmental delay | Type

[ IHeart murmur [ |Feeding/Eating problems
[ ]Kidney disease | (] Growth problems Substance use/Abuse
[ IRheumatic fever ; Hearing loss: Type []brug use

|_|Eye problems: [ | Tobaceo use
Behavior/'Learning Type D Exposure to smoking
[ JADHDIADD ﬁpweummuscular defect [l Abuse (physical or sexual)
[ ] Anxiousness/Nervousness [ ] Orthopedic problems [ 1Bullying
[ Autism []seizures: -
[ |Behavior issues: Type, Type Other
[ 1Emoticnal problems: | [_|Speech problem: [ |Cancer: Type
Type Type [ ] Leukemia: Type
[ILearning problems: '[_]Spina bifida [ ] Thyroid problem: Type
Type Hamato.l’pgfca! (Blood-related) ] Fainting/neadaches (often)
|_IPsychiatric disorder: [L]Anemia [ ]Sleep apnea
Type [IBlezding (prolonged) [ 1sieep problems

[ IHemophilia [ Isnoring

[|Sickle cell trait [l Syndrome: Type

[sickle cell disease [JOther:

| [ Transfusion of blood
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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 o No o
4. Antibiotics: Have you ever been told that your child needs to take antibiotics before dental treatment? Yes o No o

5. Allergies: Has your child had any known allergic reactions? Yes o No O
If yes, please list (please include any food or drug allergy):

6. Hospitalizations: Has your child ever been hospitalized? Yes o No o
If yes, reason for hospitalization(s):

7. Surgeries: Has your child had any surgery (operations)? Yes o No o
For what reason(s):
Were there any complications? Yes o No o
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 o No o

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 o No O When:

3. Brushing: Does your child brush their own teeth? Yeso No o

When do they brush? AM O PM o After meals O

Does your child use dental floss? Yesao No o

What toothpaste does your child use? Does it contain fluoride? Yeso No O

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 0 No O

If yes, when (age)? Which teeth? Cause?
Did your child receive treatment? Yes 0 No O

If yes, describe treatment:

5. Habits: Does your child have any of the following habits?
Bottle to sleep or nap Yesa Nono Mouth breathing Yeso Noo
Thumb, pacifier, or finger sucking Yes o No o Grinding of teeth Yes o No o

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

Provider Signature: Date:
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