
Child’s Name_________________________________________________Age_____yrs.____mos.____Date of  Birth______________

Mother’s Name_______________________________________________________________________________________________

Father’s Name________________________________________________________________________________________________

Names and dates of birth of brother and sisters  _____________________________________________________________________

Child’s Pediatrician or Family Practice Physician_____________________________________________________________________

Whom may we thank for referring you?____________________________________________________________________________

In order to get to know your child better, we would appreciate your taking the time to provide the following information.

FEEDING HISTORY:

Breast Fed:  Totally: Yes /  No    How Long:               mos.    Schedule Frequency:                                             .

                    On Demand Feeding (circle):    Yes  /  No Through the night feeding(circle):    Yes  /  No

                   Supplemental bottle began at_______months       Weaned at________months

Bottle Fed:  Ready-to-feed formula:    Yes  /  No                Formula reconstituted with water (circle):   Well    City    Bottled Water

                  Child has bottle in bed:    Yes  /  No  Bottle Contents______________________________

                 Still using nursing bottle:  Yes  /  No          Age discontinued nursing bottle:_________________

MATERNAL-PRENATAL HISTORY:

1.  Did you have a normal pregnancy?  Yes  /  No         If not, please explain:                                                                                      .

2.  Did you experience any of the following during pregnancy?

     Severe morning sickness:   Yes  /  No Physical trauma or injury:   Yes  /  No Illness:   Yes  /  No
 
     Took medications, antibiotics, etc:   Yes  /  No Please specify:                                                                                                 .

BIRTH HISTORY:

Full term:   Yes  /  No Premature birth by  ____________weeks

Normal delivery:   Yes  /  No Forceps delivery:   Yes  /  No Cesarean delivery:   Yes  /  No 

Complications during delivery:  Please explain:                                                                                                                                     .

Birth Weight:________lbs______ozs.      Birth Length____________inches

NEONATAL HISTORY  [Birth to 1 month]:

Did your infant experience any of the following during the first few weeks of life?

Jaundice:   Yes  /  No High fevers:   Yes  /  No Breathing difficulties:   Yes  /  No 
Feeding difficulties:   Yes  /  No Serious Illness:   Yes  /  No Intubation:   Yes  /  No 

Comments:                                                                                                                                                                                               .



CHILD’S MEDICAL HISTORY:
Recent Physical Exam (approximate date):                                                                                                       .
Does your child have or had [please circle]:
General Anesthesia     
Circulatory Problems   
Breathing Problems    
Eczema
Heart Murmur
Blood transfusion  
Venereal Disease 
HIV
A.I.D.S. 
ARC [AIDS Related Complex]    

Asthma
Rheumatic Fever
Epilepsy   
Hepatitis   
Mental Retardation          
Behavioral Concerns 
Downs Syndrome
Developmentally Delayed
Autism
Cerebral Palsy

Cancer
Seizures           
Bleeding Disorder 
Lyme Disease 
Diabetes 
Brain Damage 
Abnormal Bruising  
Kidney Disease
Liver Disease
Jaw Trauma

Tonsil or Adenoid Trouble 
Earaches 
Ear Tubes
High Fevers
Anemia
Rheumatoid Arthritis
None of these conditions
Other: _______________.

Allergies or allergic reactions:  None  /  Yes  If yes, please specify:                                                                                                         .                                                                                                                                        

Is your child in good health?:   Yes  /  No     If not, describe condition:                                                                                                       .

Has your child had a hospital admission?:   Yes  /  No    If yes, why? :                                                                                                    .

Has your child had any major trauma? Yes  /  No      If yes, describe:                                                    __                                              .

Has your child had surgery /operations?:   Yes  /  No      If yes, describe:                                                                                                  .

Does your child have any limitations to physical activities?:   Yes  /  No  If yes, describe:                                                                     .

Is your child currently on medication?:   Yes  /  No      If yes, please list:                                                                                                 .

Has your child been on medication in the past?:   Yes  /  No      If yes, please list:                                                                                  .

Has your child ever had  penicillin?:   Yes  /  No 

Has your child ever had a reaction to penicillin?: None /  Yes    If yes, describe reaction:                                                                  .

Has your child ever had cortisone?:   Yes  /  No    Had a reaction to cortisone?:  None / Yes   If yes, describe reaction: ____________. 

Has your child ever had a reaction to other medications?  List Medication:                                Describe reaction: _______________. 

Current immunizations, check those your child has received:
DPT #1 [2mos.]           HIB # 1[2 mos.]                  Polio [2mos.]             Hepatitis B [at birth]           .
DPT #2 [4 mos.]          HIB #2 [4 mos.]             Polio [4 mos.]             Hepatitis B [1 mos.]            .
DPT #3 [6mos.]           HIB #3 [6 mos.]             Polio [18mos.]            Hepatitis B [6 mos.]            .
DPT #4 [18 mos.]        HIB #4 [15 mos.]           . Measles, Mumps, Rubella [15 mos.]______

Is there additional medical information we should know?                                                                                                                         .

CHILD’S DENTAL HISTORY:
Is this your child’s first visit to a dentist?:   Yes  /  No    If not, dentist's name:                                                                                          .

Reason for seeking dental care:                                                                                                                                                                .

Do you have fluoridated water?:   Yes  /  No / Unknown Do you have or use:  Well  /   City   /   Bottled Water
Is your child taking fluoride tablets or drops now?:   Yes  /  No /  Taken in the past
Is your child taking vitamins with fluoride now?:   Yes  /  No  /  Taken in the past

Please name your child’s three favorite snacks:                                                                                                                                        .

Thumb sucking:   Never did /  Does now / Stopped  Stopped at approximately what age__________________

Finger sucking:    Never did /  Does now / Stopped  Stopped at approximately what age__________________

Use of a pacifier:  Never did /  Does now / Stopped  Stopped at approximately what age__________________

Circle if your child has or had:
Dental decay   Abscess [gum boil]  Cold Sores [fever blisters]  Injury to front teeth
Discolored front teeth  Toothaches Bad breath Stained teeth
Clenching Teeth Grinding teeth Mouth breathing  Collects food between teeth
Neck swelling  Facial swelling Mouth odor Bleeding gums

Signature___________________________________________Relationship to patient                                                      Date                                 .
Dell/Dental Forms/ Infant Health History March 2002



Haas Dental Dover
Today’s Date: _______________

In the event we have questions pertaining to your insurance:

Your name: _______________________________ Your Phone Number: 

___________________

Your email address: _____________________________________________________________

** Please include a copy (front and back) of your insurance card(s) **

Dental Insurance Information
Primary Dental Insurance Information

__ New Insurance Coverage (will replace any existing insurance on file)

__ Additional Insurance Coverage (will be in addition to what is already on file)

Subscriber Name & DOB: __________________________     __________________       (M) or 

(F)

Employer: _______________________________ Group #: ___________________________

Social Security #: ____________________________ Alternate ID #: 

_______________________

Name of Insurance Co: 

___________________________________________________________

Address of Insurance Co: _________________________________________________________

Provider Customer Service Number of Insurance Co: 

___________________________________

Who in your family is covered under this plan:



_________________________ Relationship to Subscriber: _________________ DOB: 

________

_________________________ Relationship to Subscriber: _________________ DOB: 

________

_________________________ Relationship to Subscriber: _________________ DOB: 

________

_________________________ Relationship to Subscriber: _________________ DOB: 

________

Secondary Dental Insurance Information

__ New Insurance Coverage (will replace any existing insurance on file)

__ Additional Insurance Coverage (will be in addition to what is already on file)

Subscriber Name & DOB: __________________________     __________________       (M) or 

(F)

Employer: _______________________________ Group #: ___________________________

Social Security #: ____________________________ Alternate ID #: 

_______________________

Name of Insurance Co: 

___________________________________________________________

Address of Insurance Co: _________________________________________________________

Provider Customer Service Number of Insurance Co: 

___________________________________

Who in your family is covered under this plan:



_________________________ Relationship to Subscriber: _________________ DOB: 

________

_________________________ Relationship to Subscriber: _________________ DOB: 

________

_________________________ Relationship to Subscriber: _________________ DOB: 

________

_________________________ Relationship to Subscriber: _________________ DOB: 

________



 



 


