
HEALTH HISTORY
Did birthmother have any probl ems during pregnancy?
Wa s child premature?
Was child's birt hweigh t low?
Were th ere any com plications at birth?
Ha s yo ur infan t been ill?
Is your child on any medications?
Notes: _
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..... --, DIET AND NUTRITION
Is/Was your child breastfed?
Does your child sleep with a bottle?
Does your child drink from a cup?
Is your child on a special diet?
N otes: _

FLUORIDE ADEQUACY
Do you know th e fluo rid e level ofyour water?
Do you have well water?
If yes, has the water been tested?
Do you use bottled water?
Do you use a water conditioner or filtration system?
Does your child take fluoride supplements?
If yes please hst: _--,--_-,---_-,---__-=-__----:--,---,--- _
Do you usc a fluoridated toothpaste for your child?
N otes : _

ORAL HABITS
Does your child u se a pacifi er ?
Does your child suc k a thumb or finger(s)?
Does your child grind teeth day or night?
N otes: _

INJURY PREVENTION/ TRAUMA
Is your child walking?
Is your home childproofed?
D o you use a car seat for your child?
H as your ch ild had an oral/facial injury?
N otes: _

ORAL DEVELOPMENT
D ocs your child have any tee th?
C hild's age (in months) when first tooth erupted _
H as your child experie nce d teething problem s?
H ave you no tice d any or al problems in your chi ld?
N otes: _

ORAL HYGIENE
D o yo u clean your child 's teet h/gums?
Do you use a tooth brush to clea n your chi ld's teeth?
Do yo u use tooth paste to clean you r child 's teeth?
Notes: _

o
o
o
o

o
o
o
o
o
o
o

o
o
o

o
o
o
o

o
o
o

o
o
o

o
o
o
o

o
o
o
o
o
o
o

o
o
o

o
o
o
o

o
o
o

o
o
o


