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Confidential Health History 
Your child's overall health, as well as any medications your child takes, could have an important 
interrelationship with the dental care your child receives. Please answer each of the following 
questions completely. Thank you

What is the primary reason for today's visit? 

Your child's current health: OGood O Fair OPoor 

Date of child's last dental visit: 
----------------

Previous Dentist: _________ Phone #: (_) ____ _ 

Has your child experienced problems associated 
with previous dental work? 0 Yes 

Is your child's water fluoridated? 

Do you like your child's smile? 

OYes 

OYes 

OYes 

ONo 

ONo 

ONo 

ONo 
�

' Does your child take fluoride supplements? 

If not, why? _____________________ _ 
Does your child have bleeding gums? OYes ONo 

How often does your child brush? _____________ _ 

Type of toothbrush: 0 Manual 0 Electric 

What brand? 
----------------------

Type of bristles on toothbrush? 0 Hard O Medium O Soft 

�• How long does your child use a toothbrush before replacing it? ___ _ 
..... -i How often does your child floss?

� Are your child's teeth sensitive to heat, cold, or anything else? ___ _ 

Has your child lost any teeth? 0 Yes O No If yes why: _____ _ 

Have there been any injuries to the face, mouth, teeth or chin? 0 Yes O No 

List any musical instruments played: _____________ _ 

� 

Have adenoids or tonsils been removed? 0 Yes 

Has your child been informed of any missing or extra 

permanent teeth? 0 Yes 

Has your child ever had any pain/tenderness in his/her 
jaw joint (TMJ/fMD)? 0 Yes 

ONo 

ONo 

ONo 

ONo Does your child participate in any sports? 0 Yes 

Which ones? 
----------------------

Does he/she use a mouth guard? OYes ONo 

OFFICE USE ONLY 

J
. I verbally reviewed the medical / dental information above with the parent 
/ guardian and patient named herein. Initials: ___ Date: ___ _ 

Doctor's Comments: 
------------------

� 
�2010 R/12/10 ITEM 8101 ,...,... 

Child's Physician:------------

�
'
•

� 
Phone#: (_) ________ Date of Last Visit: ______ ,.. 

Is the child currently under the care of a physician? 0 Yes O No 

Describe your child's current physical health: 0 Good O Fair O Poor 

Please list all drugs that your child is currently taking _______ _ 

Please list all drugs that cause your child allergic reactions: _____ _ 

Has you child experienced the following medical problems? 
0 Yes O No Abnormal Bleeding O Yes O No Hemophilia 

0 Yes O No AIDS/HN + 0 Yes O No Hepatitis 
0 Yes O No Allergies O Yes O No High Blood Pressure 
0 Yes O No Anemia O Yes O No Hives 

0 Yes O No Any Hospital Stays O Yes O No Immunizations Current 
0 Yes O No Any Operations O Yes O No Kidney Disorder 
0 Yes O No Asthma O Yes O No Liver Disorder 
0 Yes O No Cancer 
0 Yes O No Chicken Pox 

0 Yes O No Low Blood Pressure 
0 Yes O No Measles 

0 Yes O No Congenital Heart Disease O Yes O No Mononucleosis 
0 Yes O No Diabetes O Yes O No Rheumatic Fever 
0 Yes O No Epilepsy/Seizures 

0 Yes O No Handicaps/Disabilities 

0 Yes O No Heart Murmur 
Female Patients Only: 

0 Yes O No Scarlet Fever 
0 Yes O No Skin Rash 
0 Yes O No Tuberculosis (TB) 

Is she taking birth control pills? OYes 

Is she pregnant? 0 Unsure O Yes 

Is she breast feeding? 0 Yes 

Does/Did your child have any of the following habits? 

ONo 
ONo 
ONo 

0 Yes O No Lip Sucking/Biting O Yes O No Used a Pacifier? 
0 Yes O No Nail Biting O Yes O No Thumb/Finger Sucking 
0 Yes O No Chewing on Hard O Yes O No Tongue/Cheek Biting 

Objects (pencils, ice, etc.) 0 Yes O No Speech Problems 

0 Yes O No Mouth Breather O Yes O No Tongue Thrusting 
0 Yes O No Clenching /Grinding Teeth 
Please discuss any serious medical problems the child experiences/had: 

Anything you would like to discuss with the doctor in private? 0 Yes O No 
p 

....... 

I affirm that the information I have provided is correct to the best of my knowledge. I 
understand that this information will be kept strictly confidential and that providing 
incorrect information could be dangerous to my child’s health. It is my responsibility to 
inform the dental office of any changes in my child’s medical status. I authorize the dental staff 
to perform any necessary dental services my child may require.

        By checking this box, I agree to receive communications from Belmont Dental Care, 
including SMS text messages related to appointment reminders, scheduling updates, follow-
up care, and practice information. Message frequency varies. Message and data rates may 
apply. You may withdraw your consent at any time by following the opt-out instructions 
included in each message. To unsubscribe from all text messages, reply STOP. For assistance, 
reply HELP or call (224) 291-9111. See our Privacy Policy and Terms & Conditions.

        By checking this box, I agree to receive marketing messages from Belmont Dental Care, 
including SMS text messages related to special offers, updates, and news. Message frequency 
varies. Message and data rates may apply. You may withdraw your consent at any time by 
following the opt-out instructions included in each message. To unsubscribe from all 
text messages, reply STOP. For assistance, reply HELP or call (224) 291-9111. See our Privacy 
Policy and Terms & Conditions.
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