DENTAL HISTORY
What is your main concern about your child’s dental health?

Has your child been to a dentist before? O ves U No

If yes, date of last visit: Date of last X-rays:

Check

Yes

Has your child experienced an unusual reaction to dental medication or anesthetic? If yes, explain.
Has your child experienced prolonged bleeding following dental treatment? If so, explain.

Will your child be uncooperative? If yes, explain.

Has your child experienced any complications following dental treatment? If so, explain.

Has your child inherited any family facial or dental characteristics? If yes, explain.

Has your child had any injury to the teeth, jaws or face? If yes, explain.

Has your child had any clicking or pain in the jaw joints? If yes, explain.

Was your child breast fed? When stopped?
Was your child bottle fed? When stopped?
Did your child use a pacifier? When stopped?
Did your child suck a finger or thumb? When stopped?
Does your child brush his//her own teeth?

Does your child use dental floss?

Do you usually help your child brush?

Do your child’s gums bleed when brushed?

Did you or your child ever get instructions in brushing?
Does your child use fluoride products? rinses, drops, tabs?

Please check if your child has had problems with any of the following:

([ Cavities [ Color of teeth ] Teeth sensitive to hot or cold O Bleeding Gums
] Tooth aches [ Gum Infection ] Teeth sensitive to sweets Q Appearance of teeth
] Teeth bumped [ Grinds teeth ] Other dental problems

Explanations and comments:

To the best of my knowledge, the answers I have given are accurate. I understand it is important to report changes
in my child’s medical or dental status to the dentist, and I agree to do so. I give permission to the dentist to obtain
additional information from my child’s physician regarading medical history needed to provide dental treatment.

PERSON COMPLETING THIS FORM: Signature: Date:
Relationship to patient:
Medical and Dental History reviewed by: Date:




