
Children’s Health History:  Child’s name:_____________________Date of birth:____________ 

Print parent or guardians name:__________________________________ Date:__________________ 
Do you have concerns?________________________________________________________________ 

Does your child have concerns?_________________________________________________________ 

Does your child have a history of, or conditions relating to, any of the following? Please explain if yes. 

                                                   Yes / No     Explain                                                                   Yes /No   Explain 

Allergies                                                                            History of cavities in siblings 

Anemia                                                                              Hyperactive 

Anxiety                                                                              Infectious disease: TB, HIV, Hepatitis 

Arthritis                                                                             Jaundice 

Asthma                                                                              Kidney disease 

Bleeding disorders                                                          Liver disease 

Musculoskeletal problems                                            Reflux 

Cancer                                                                                Psychiatric problems        

Chronic sinusitis                                                               Seizures 

Cleft lip or palate                                                             Sickle cell anemia 

Delayed speech development                                       Smoker in the home 

Developmentally delayed                                              Snoring 

Diabetes                                                                            Stopped growing at a normal rate 

Ear aches or ear tubes                                                   Torticollis as infant 

Fainting                                                                             Chronic chapped lips 

Grinding teeth (day or night)                                       Other health problems: 

Headaches                                                                         Medications: 

Hearing impairment                                                        History of surgery: 

Heart condition                                                                Allergy to medications: 

Is this the child’s first visit to a dentist?     Y   or   N     

If no, when was last visit?  ____________________   What was done?_________________________ 

Has the child had any problem with the dental treatment in the past?____________________________ 

Has the child ever suffered injuries to the mouth, head or teeth?________________________________ 

How many times are the child’s teeth brushed per day usually?_________________________________ 

Does the child use fluoride free or fluoride toothpaste (or unknown)?_____________________________ 

History of sucking thumb or fingers?   Y or N or CURRENTLY IS   # hours per day?____________________ 

Ever used a pacifier?   Y or N or CURRENTLY IS  If yes, average hours/day?_________________________ 

If pacifier or finger sucking in past, what age did they stop?_____________________________________ 

Was the child breast fed?  Y or N or CURRENTLY IS  Explain any difficulties_________________________ 

Is the child on a special diet?______________________________________________________________ 

How many times a day does the child snack?________________________________________________ 

Do you use reverse osmosis or water filtration that removes fluoride from the water?_______________ 

 



Does your child have trouble going to bed or falling asleep?                   Yes        No     

Awaken during night and have trouble returning to sleep? 

Does he/she tend to breathe through their mouth during day or during sleep? 

Have dry mouth or bad breath upon waking in the morning? 

Does your child have a difficult time tolerating food textures? 

Does your child gag or choke on foods or liquids? 

Is your child a very messy or slow eater? 

Have you noticed any of the following while your child is sleeping? 

  Snoring 

 Heaving breathing 

 Loud breathing 

 Break or pause in breathing 

 Gasp, choke or struggle to breathe 

 Restless or agitated sleep 

               Night terrors 

 Grinding teeth 

 Abnormal head posture (hyper-extension) 

 Excessive sweating 

 Wetting the bed (if potty trained during day) If yes, frequency_________ 

Have you notice any of the following? 

 Difficulty waking 

 Wakes with headache 

 Groggy, tired or “out of it” 

 Hyperactive 

 Teachers or caregivers commented on above 

Have you noticed your child often 

 Does not seem to listen when spoken to directly 

 Has difficulty organizing tasks 

 Easily distracted by extraneous stimuli 

 Fidgets with hands or feet or squirms in seat 

Child is frequently sick, history of sore throat, ear infections, sinus infections, or allergies? 

 


