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CHILD MEDICAL HISTORY FORM 
 

Name 

Preferred  Name Sex 

DOB Age 

Address 

City Sta te Zip  

Home Phone Cell Phone 

Email 

Person Responsib le For Financ ia l Ob liga tions 

Responsib le Party SS#  Responsib le Party DOB 

Dentist Da te of last exam 

Whom may we thank for referring  you to our p rac tice? 

 
Sc hool Grade 
 
Mother’ s Name DOB SS#  

Home Phone Cell  Work  

Address 

City Sta te Zip  

Email 

Employer Length of employment 
 
Fa ther’ s Name DOB SS#  

Home Phone Cell  Work 

Address 

City Sta te Zip  

Email 

Employer Length of employment 

 
DENTAL INSURANCE INFORMATION:  
Primary  Sec ondary 

Ins. Co. Ins. Co. 

Insured  Insured  

SS#  SS#  

Group#  Group#  

Employer Employer 

 
EMERGENCY CONTACT: 
Name Phone Rela tionship  



DOES THE PATIENT HAVE A HISTORY OF ANY OF THE FOLLOWING?  (CHECK WHEN YES) 
�  AIDS �  Hemophilia 

�  Anemia �  Hepa titis 

�  Asthma �  High Blood  Pressure 

�  Blood  Disorders �  La tex Sensitivity 

�  Bruise Easily �  Neurologic a l Disorders 

�  Cereb ra l Pa lsy �  Resp ira tory Prob lems 

�   Diabetes   �  Tonsil or Adenoid  Removal  

�  Emotiona l Prob lems �  Tuberculosis 

�  Heart Murmur/ Heart Prob lems �  Other  
 
STATE ANY REASONS WHY THE PATIENT IS CURRENTLY UNDER THE CARE OF A PHYSICIAN 
 
LIST ANY MEDICATIONS THAT THE PATIENT IS CURRENTLY TAKING 
 
LIST ANY DRUG ALLERGIES OR SENSITIVITIES 
 

HAS THE PATIENT BEEN ADVISED THAT ANTIBIOTICS SHOULD BE TAKEN PRIOR TO DENTAL PROCEDURES?  
(YES OR NO) 

LIST ANY OTHER SERIOUS ILLNESSES, OPERATIONS OR DISEASES NOT LISTED ABOVE 
 

 DEVELOPMENTAL HISTORY 
HAS THE PATIENT REACHED PUBERTY? (YES OR NO)  GIRLS; MENSTRUATION? (YES OR NO) BOYS; HAS VOICE CHANGED? (YES OR NO) 
 
DENTAL HISTORY 
DOES THE PATIENT HAVE A HISTORY OF ANY OF THE FOLLOWING?  (CHECK WHEN YES) 

�  Bleed ing Gums �  Mouth Brea thing 

�  Clenc hing or Grind ing of Teeth �  Nail Biting 

�  Diffic ulty Chewing or Swallowing �  Periodonta l Surgery 

�  Injuries to Fac e or Teeth �  Permanent Teeth Removed 

�  Jaw Joint Pa in �  Speec h Prob lems 

�  Jaw Locking Open or Closed �  Sucks Thumb, Finger or Lip 

�   Limita tion in Mouth Opening �  Teeth Sensitivity – Hot/ Cold   

�  Missing or Extra  Permanent Teeth �  Tongue Thrust 
 
LIST ANY DENTAL CONCERNS WE SHOULD BE AWARE OF 
 

HAS THE PATIENT RECEIVED AN EVALUATION OR TREATMENT IN ANOTHER ORTHODONTIC OFFICE?  (YES OR NO) 
 
IF YES, BY WHOM? 

LIST YOUR CHIEF CONCERNS AND WHAT GOALS YOU WOULD LIKE TO ACCOMPLISH WITH ORTHODONTIC TREATMENT 
 

 

 

 

AUTHORIZATION 
I understand  tha t the information I have g iven is c orrec t to the best of my knowledge, and  tha t it w ill be held  in the stric test c onfidenc e.  It is my responsib ility to 
inform this offic e of any c hanges in my med ic a l or denta l sta tus. I a uthorize release of any information to insuranc e c a rriers and  to other hea lth c a re p rovid ers 
involved  in my c hild ’ s c a re. I authorize Dr. Hutta , and  the denta l sta ff to perform any nec essary denta l servic es tha t a re needed  during d iagnosis a nd  trea tment.  
Rec ords c an be released  for a  fee of $200.00.  I understand  tha t where appropria te, c red it bureau rep orts may be ob ta ined . 

 
SIGNATURE (IF MINOR, PARENT’S SIGNATURE)                                                    DATE  

 


