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Health History

Patient Name: Birthdate:
Has your child had any history of:
O Sinus Problems OAutism OHigh Blood Pressure  [ORespiratory Disorder
OBrain/Nervous Disorder ODiabetes ORheumatic Fever O Syndrome
OThyroid Disease OAllergies OCerebral Palsy OExcessive Bleeding/Hemophilia
OHepatitis B or C OUlcers OHeart Murmur OPsychiatric Care
OEpilepsy/Seizures OAIDS/HIV OHeart Problems OCancer/Chemotherapy
OTuberculosis OADD/ADHD  OLung Disease 0 Cold Sores/Fever Blisters
OKidney/Liver Problems OAsthma OHearing Impairments
Patient attends or has attended:

OOccupational Therapy OPhysical Therapy OSpeech Therapy
Has your child ever had an unfavorable reaction to any of the following? If YES, please explain:
OAntibiotics OLatex
OAny metals OFood
OLocal Anesthetic ONuts
OMedications OOther
Medical History:

Is the child taking any current medications:

Has your child had any serious illness not listed above:
Has your child even been hospitalized:
Primary care doctor name: Phone#:
Date of last medical exam:

Dental History:

What is the purpose of your child’s dental visit with us today?

OCheck up & Cleaning Exam only 02rd Opinion OMouth/Tooth pain
OChild’s 1st visit to dentist OTrauma/Accident OOther

Date of the last dental visit: Name of previous Dentist:

Has your child had any history of:

OToothaches OTongue Thrusts OPacifier use OLip sucking/biting
OTM] (jaw pain) OBleeding Gums [Nail Biting OClenching/Grinding
OThumb/Finger Sucking OSensitive to hot/cold

Has your child ever had an unfavorable experience with any previous dental work before?

Does your child: Brush daily? OYes [ONo Floss daily? OYes [ONo

Signature of parent/guardian: Date:

Relationship to patient:

Andrea Myers, DDS, MSD
2200 Olympic Street * Springfield, OH 45503 * 937.390.0493



