
Gum Disease Speciulists
HEALTH HISTORY

It is important that I know about your child's medical history.
will review the questionnaire and discuss it with you in detail.
to anyone without your written permission.

Many things have a direct bearing on his or her dental health. I

lnformation you give me is confidential and will not be released

Patient's Name: Age
|n

Does your child have or had any of the following? Please mark all that apply.

General
Anemia
Diabetes
Hepatitis
Allergies

To penicillin
To local anesthetic
(Novocaine/Lidocaine)

Abnormal heart condition
Abnormal bleeding from a cut
Rheumatic fever
Heart murrnur
Epilepsy
Convulsions

Medications that my child is currently taking:

Dental history
Does dental treatment make your child nervous?

No
sri Moderate Severe

To the best of my knowledge, all of the preceding answers are true and correct, lf my child ever has any
changes in his/her health or change in medication I will inform Dr. Anderson at the next appointment.

X
Signature of Parent/Guardian
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