
 
Children’s Medical + Dental History 

 

Is your child presently under the care of a pediatrician? Yes ☐ No ☐ 

 

Pediatrician: _______________________________ City: ____________________ 
 
Has your child recently had any serious illnesses, operations, or hospitalizations?  
 

Yes ☐ No ☐ Explain: ____________________________________________________ 

 

Is your child allergic to any medications? Yes ☐ No ☐ 

 
If yes, please list: _______________________________________________________ 
 
When was your child’s last dental visit? ______________________________________ 
 

Does your child vape, smoke, or use tobacco products? Yes ☐ No ☐  

 
What kind? ____________________________ How long? ______________________ 
 
Is there anything else regarding your child’s physical, mental, or emotional health you  
think we should be aware of? 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Please list any current medications for your child: (prescription and non-prescription, 
including vitamins) If you have a list, please provide it to the front desk to make a copy! 

 
_________________________  _________________________  
 
_________________________  _________________________ 
 
_________________________  _________________________ 
 
_________________________  _________________________ 
 
_________________________  _________________________ 
 

*Flip to the other side 
 



Does your child have OR has your child had any of the following: 
 

Heart Murmurs or Heart Problems Yes ☐ No ☐ Explain: _________________________ 

 

Allergy / Sensitivity to Anesthesia Yes ☐ No ☐ Explain: __________________________ 

   

Congenital Birth Defect: Yes ☐ No ☐ Explain: _________________________________ 

 

Epilepsy/Seizures: Yes ☐ No ☐ What type: ___________________________________ 

 

Hearing Impairment:  Yes ☐ No ☐ + Do they have implants: Yes ☐ No ☐ _______________ 

 

High or Low Blood Pressure: Yes ☐ No ☐ Explain: _____________________________ 

 

Asthma: Yes ☐ No ☐ What type: ___________________________________________ 

 

Kidney Disease: Yes ☐ No ☐ What type: _____________________________________ 

 

Liver Disease: Yes ☐ No ☐ What type: ______________________________________ 

 

Thyroid Disorders: Yes ☐ No ☐ What type: ___________________________________ 

 

Speech Problems: Yes ☐ No ☐ Explain: _____________________________________ 

 

Diabetes: Yes ☐ No ☐ What type: __________________________________________ 

 

Arthritis: Yes ☐ No ☐ What type: __________________________________________ 

 

Cancer: Yes ☐ No ☐ What type: _________________________ + When: ___________ 

^ Does this include Radiation and/or Chemo? Yes ☐ No ☐ 

 

Blood Disorders / Anemia: Yes ☐ No ☐ What type: _____________________________ 

 

Autism: Yes ☐ No ☐ What type: ____________________________________________ 

 

Nervous Disorders: Yes ☐ No ☐ What type: __________________________________ 

 

Chemical Dependency: Yes ☐ No ☐ What kind: ___________________________ 

 
I understand that the information I have given today on my child’s medical history is 

correct and to the best of my knowledge. 

 
___________________________ ___________________________ _______________ 
Signature                                        Print Name                                     Date 


