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Giving Kids a Dental HEAD START in Our Community ™ 
 CHILD’S HEALTH HISTORY
Name of Child _________________________DOB________________
· Does your child have a dentist?



        YES    NO

Name of Dentist________________

____________________________

Is your child currently being treated by a physician?      

YES    NO
If yes, why?  __________________

____________________________

· Does your child have any allergies?     

YES    NO 

If yes, to what? ________________
_____________________________

· Does your child take medications?    

YES    NO
If yes,  what?  ___________________

_____________________________

· Is there anything else we should know about your child?

____________________________________________________________________________________________________________________________________
· Has your child been seen by a dentist before?    YES    NO
Name of Dentist and date of last visit_____________________________________
I certify that I have read and understood the above questions. The information that I have provided is correct to the best of my knowledge. I will not hold the KinderSmile Foundation Inc., responsible for any errors or omissions I have made in the completion of this form.

PARENT/GUARDIAN SIGNATURE: _____________________________   
DATE: ___________________________________________________






Please check if your child has:





Asthma    	      YES   NO	


       	


Heart Murmur        YES    NO	       





Heart Disease        YES    NO





Diabetes                YES    NO		       





Bleeding Problems  YES    NO





Seizures                 YES    NO                      





Please explain: _____________


__________________________








