Child Health History Form (Confidential)

Child’s Name Date of Birth Age Date
Address Telephone: ( )
Social Security Number Sex Height Weight Ibs.
Relationship to the patient (i.e. mother, father)

Physician’s name (Medical Doctor) Telephone: ( )

Please circle the appropriate answer

1. NO 11. Has he/she ever required a blood transfusion?.......... YES NO
2. Was your child a patient in a hospital?........c..cccveuen.e. YES NO 12.  Does he/she have any blood disorders such as
3. Date of last physical exam: ANEMIA, BECP ittt YES NO
4. s your child now under medical care?...........cccceveun... YES NO 13.  Has he/she ever had surgery, x-ray or chemotherapy
5. Is your child taking medication NOW?.............cccevvurnee. YES NO for a tumor, growth, or other condition?................. YES NO
a. If so, for what? 14. Does your child have a disability that prevents treatment
6. Has your child ever had a serious illness or operation? YES NO inadental office?.....ccueieeiiiiciiceeee e, YES NO
7. If so, explain: 15. Is he/she taking any of the following?
8. Does your child have (or ever had) any of the following disease? a. Antibiotics or sulfa drugs........ceevvveeveveenevennecrenenns YES NO
a. Rheumatic fever or rheumatic heart disease.......... YES NO b. Anticoagulants (blood thinners)... YES NO
b. Congenital heart disease..........ccoveeoverceruenne. . YES NO c. Medicine for high blood pressure .. YES NO
c. Cardiovascular disease (heart trouble heart attack coronary d. Cortisone or steroids.........ccocecevevevererrreeienceseresneeene. YES NO
insufficiency, coronary occlusion, high blood pressure, €. TranqUIliZers......cvceve e YES NO
ArtErioSClErosiS, StrOKE) ... v eeuereseeeseereessereessesreens YES NO fo ASPITIN. ettt st e YES NO
d. Allergy? Food d Medicined OtherQ ............... YES NO g. Dilantin or other anticonvulsant... rererereneerenne. YES NO
e. Asthmad  Hay Fever M .eeeeeecsrssenneons NO h. Insulin, tolbutamide, Orinase, or 5|m|Iar drug .......... YES NO
f. Hives or a skin rash.......coceevveveeeineceiee e NO 16. Is he/she allergic to, or has he/she ever reacted adversely
g. Fainting spells or SEIZUres.......cccoueueeeveveeeeererieeereenns NO to any of the following?
h. Hepatitis, jaundice or liver disease. NO a. Local anesthetics... rerererrneereseerensesessessseenenenens YES NO
I, DIADELES .. et NO b. Penicillin or other ant'b'Ot'CS ----------------------------------- YES NO
j.  Inflammatory rheumatism C. SUITA DIUES.c.ceeeereeeieeetecree st ee e s e s seeeaes YES NO
(painful or swollen joints)..........cccceeveevreereenrennr. YES - NO d. Barbiturates, sedatives, or sleeping pills................ YES NO
K AL I S oo YES NO €. ASPIMN i YES NO
[ StOMACK UICEIS.....veereeeeeeeee e veeeee e esssesesssenes YES NO f. Anyother?
m. Kidney trouble....... ...YES NO 17. To the best of your knowledge, has any blood relative
N, TUBEICUIOSIS (TB)vermerreeeeeereseeeseseeeeeeeeeessesessesseneesseene YES NO had a bad reaction to any anesthetic?...........c.ccccc.... YES NO
0. Persistent cough or cough up blood......oeveeeeveeeenen.. YES NO ADOLESCENT WOMEN:
p. Venereal disease (i.e syphilis, gonorrheay..............YES NO 18. Are you pregnant now, or think you may be? NO
O EDIEPSY eeeeerereeeeeeeeeeeseeeeee e sseeeeeeeeee s s s seenee YES NO 19. Do you anticipate becoming pregnant?.................... NO
Fe SICKIE I AISEASE oo YES NO 20. Areyou taking the Pill?........ccccveviiiieniiieiiiieeeeecen, YES NO
S.  Thyroid diSEase.......ceovuveririrenerierrireire et seseee e YES NO 21. When was your last menstrual period?
. AIDS OF HIV.coooooooeoeeeveeeeeee e seseseeeee e snsseseenes e YES NO Please list all of the prescription and over-the-counter medications that
U. EMPhYSeMa.....ceieeeeeeceeeeeeereerseveessensereensensessisnsennenens YES - NO your child takes below:
v. Psychiatric treatment RN 4 =L S \[o Drug Dose Reason
W. Cleft lip/palate.....cciieeenieeiereeeee e s YES NO
X.  Cerebral Palsy......ineiniee e YES NO
y. Mental retardation.......c.ccceeeeerieeneneesierce s YES NO
z. Hearing disability.......cccocecvvvvenrcrrcnecrivecesecseneene. YES - NO
aa. Developmental disability.......ccccveverrevinireneniiniienne YES NO
If yes, explain:
bb. Was your child premature?........ccccceeveevcververnennen. YES NO
If yes, how many weeks
cc. Other:
9. Has your child had abnormal bleeding associated with previous
surgery, extractions or accidents?.........cccoevveerviieeniineenn. YES NO
10. Does he/she bruise easily?.......ccccevveevevinieereseneerenne YES NO

1 understand that withholding any information about my child’s health could seriously jeopardize his/her safety. Therefore, | have
reviewed this health history carefully and have answered all questions truthfully and to the best of my knowledge.

Signature of Patient (or Guardian) Date

Reviewed by: Kathryn M. Le, DDS Date




