
CHILD HEALTH

HISTORY

Medical History

PARENT/GUARDIAN: The purpose of th following is to determine if your child has a medical condition that 

may require special care. All information is confidential and kept in your child’s dental record. Please complete 

this form and remain in the dental offic while your child is receiving treatment.



CHILD HEALTH

HISTORY

For Office Use Only

I verbally reviewed the medical/dental information above with the patient named herin.  Initials:____ Date:__________

Doctor’s Comments:______________________________________________________________________________

    ____________________________________________________________________________________________

    ____________________________________________________________________________________________


