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Youth Section

indicate if child has any mouth habits (thumb sucking, nail biting, mouth breathing, Etc.)
indicate if child uses flouride in any form.   water   pills   vitamins   toothpaste   oral rinse   gel

how often does your child brush his or her teeth?            	 do you assist?    yes   no

HOW LONG SINCE YOUr last visit TO A DENTIST?

HAVE YOU HAD deep cleanings?    yes   no

DO YOU GRIND OR CLENCH YOUR TEETH?    yes   no

do you brush your teeth daily?    yes   no

do you have dental anxiety?    yes   no

ARE YOU AWARE OF ANY SWELLING OR LUMP  
IN YOUR MOUTH?    yes   noHOW LONG DO YOU USE A TOOTHBRUSH BEFORE REPLACING?

DO YOU have dental pain?    yes   no

Do you have any clicking, popping, or pain in or 
around your jaw joints (TMJs)?      yes   no

DO YOUR GUMS BLEED?    yes   no
DO YOU USE:   DENTAL FLOSS   WATER JET?

Dental History

YOUR SIGNATURE

Medical History
PHYSICIAN’S NAME	           ADDRESS

DATE OF LAST PHYSICAL EXAM	           ANY MAJOR CHANGES IN GENERAL HEALTH WITHIN THE PAST YEAR?

PLEASE LIST ANY MEDICATIONS YOU ARE TAKING NOW.
MEDICATION INDICATION MEDICATION INDICATION

please LIST ALLERGIES (latex, anesthetics, Penicillin, aspirin, codeine, seasonal, metal, foods, etc.)

other/explain

Heart Disease stroke tuberculosis gi disorder sinus disorder

Heart Surgery Pulmonary embolism jaundice/Liver Disease arthritis pregnant

pacemaker circulatory DISORDER Hepatitis A/B/C OSTEOPOROSIS MEDICATION CANCER

chest pain/angina BLEEDING DISORDER Diabetes tp1/tp2 JOINT Replacement Radiation/CHEMO.

heart murmur/mvp Anticoagulant use thyroid disease EPILEPSY/Seizures Aids/HIV Positive

high blood pressure copd kidney disease ANXIETY/depression DRUG/ALCOHOL ABUSE

heart attack asthma  ulcers psychiatric care SMOKING/TOBACCO USE

Circle any of the following conditions or health complications you have EVER experienced.

WE REQUEST THAT YOU PLEASE KEEP US informed of your current health status and medication list.

SURGICAL HISTORY DATE


