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Health History Update
Patient’s Name: ____________________________________________________________________

Date of Birth: __________________________
1. Has your address, phone number or email changed?  Yes/No

    If yes: __________________________________________________________________________

2. Has your insurance changed?  Yes/No

    If yes: __________________________________________________________________________

3. Has your child had any health changes since their last visit?  Yes/No

    If yes, please explain: ______________________________________________________________

4. Is your child taking any medications (prescription, over-the-counter, vitamin supplements)? Yes/No

    If yes, please list: __________________________________________________________________

5. Is your child allergic to (please explain if yes to any)... Yes/No

· Any medications? _______________________________________________________

· Any foods? ____________________________________________________________

· Other? ________________________________________________________________

6. Has your child been hospitalized or had surgery?  Yes/No

    If yes, please explain: _______________________________________________________________

7. I consent to the administration of fluoride treatment.  Yes/No 
8. I consent to radiographs (x-rays).  Yes/No
    I am aware that if I continue to refuse radiographs in the future, my child may be dismissed from the

    practice.        
9. Any dental concerns or comments?  Yes/No

    If yes, please explain: _______________________________________________________________

10. How do you plan to pay for today's visit?  Visa [  ] MasterCard [  ] Check [  ]  Cash [  ]  
Parent Signature: As this child’s parent or legal guardian, I acknowledge that the information I have given is correct to the best of my knowledge. I understand that misrepresenting or withholding medical/dental information can be harmful to my child during treatment. 
Parent or legal guardian’s signature: ______________________________________________________ 
Today’s date: ____________________________
