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Child’s Name_______________________ DOB_______________ Date___________________
Social Information 
How your life affects your health. We want to give you the best health care possible. To do that, we are asking you questions of a personal nature. The more we know about you, the better care we can provide. The questions below are based on what health care experts recommend we ask our patients. 
Medical Telehealth Questions: 
1. Has the child ever been hospitalized overnight?						 ____Yes   ____No      
· If Yes, when?________________ Where?___________________ Why?____________________
2. Who is the child’s legal guardian?	 ______Biological Parent/Adoptive Parent	______Other 
3. Guardian’s primary language? _____________________________________________________________
4. Does your child have any chronic medical problems?					____Yes ____No
· If Yes, please list them. __________________________________________________________
5. Does your child take any medications on a regular basis?				____Yes ____No
· If Yes, please list them. ___________________________________________________________
6. Does your child have any allergies?							____Yes ____No
· If yes, please list them. ___________________________________________________________
7. Does your child like liquid or pills sent in if a prescription is needed?  	               	____Liquid _____Pills
8. What pharmacy do you use to get your medications? ___________________________________________
9. If we have to keep your child out of school for the upcoming days, will you need a work note sent?
____Yes ____No   
· If Yes, please list where you would like it sent. ________________________________________
10. What is the best phone number to reach someone if there are questions during or after the visit is completed? Please list ___________________________________________________________________
School-based Dental Questions:
1. Are you allergic to any medications, pollens or foods/flavorings?				____Yes ____No
· If Yes, what are you allergic to? ____________________________________________________
2. Are you currently taking any medications?						 ____Yes ____No
· If Yes, please list. _______________________________________________________________
3. Have you ever had a negative reaction to a dental injection?				____Yes ____No
· If Yes, please explain. ____________________________________________________________
4. Have you ever taken or are you currently taking oral or I.V. Bisphosonates (Prolia, Fosamax, Boniva, Reeclast, etc.)? 											____Yes ____No
5. Do you have asthma, a respiratory problem or use an inhaler?				 ____Yes ____No 
· If yes, when was the last time you used your inhaler? ___________________________________
6. Have you ever had an organ transplant?							____Yes ____No 
· If Yes, which organ and when? ____________________________________________________
7. Have you ever received blood products of a blood transfusion?				____Yes ____No
8. Have you ever tested positive for HIV or AIDS?					____Yes ____No
9. Are you pregnant?									____Yes ____No
10. Have you ever had cancer, leukemia or a tumor?					____Yes ____No 
· If yes, please specify. ____________________________________________________________
11. Have you ever had Radiation therapy?							____Yes ____No
· If yes, was it in the head and neck region? ____________________________________________
12. Have you ever had chemotherapy?							____Yes ____No
13. Have you ever had immunotherapy?							____Yes ____No
Do you now or have you ever had:
1. Heart Disease										____Yes ____No
2. Heart Valve Replacement								____Yes ____No
a. If Yes, When? _______________________________________________
3. Heart Murmur										____Yes ____No
4. Infective Endocarditis									____Yes ____No
5. Bleeding Disorders or bleeding too long after extractions				____Yes ____No
6. Seizures										____Yes ____No
a. If Yes, when was your last one? __________________________________
7. High Blood Pressure									____Yes ____No
8. Diabetes										____Yes ____No
9. Kidney Problems									____Yes ____No
10. Hepatitis (liver problems)								____Yes ____No
11. Mental Disorders									____Yes ____No
12. History of Fainting									____Yes ____No
13. Joint Replacement or had surgery to repair a broken bone				____Yes ____No
14. Chest Pain with Exercise								____Yes ____No
15. Anemia											____Yes ____No
16. Thyroid Problems									____Yes ____No
17. Rheumatism or Arthritis								____Yes ____No

__________________________________________		___________________________
Signature of Patient or Parent/Guardian of Minor			Date
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