
Medical/Dental History Update

Child’s Name: ______________________________________________________________________________________________  

Date of Birth: __ _________________________q Male q Female 

Lives with: q Mother   q Father   q Legal Guardian   q Foster Parents

Name of person completing this form: _______________________________________  Relationship to Patient: ______________

Child’s Physician/Office: __________________________________________________ Physician’s Phone:  __________________

Preferred Pharmacy/Location: _____________________________________________ Pharmacy Phone:  __________________

Medical History: Has/Is your child:

A) Receiving any medication or drugs? _______________________________________________________________________

B) Under care for on-going condition(s)?  _____________________________________________________________________

C) Ever been hospitalized/major surgery? _____________________________________________________________________

D) Allergies: Food / Drug / Latex / Seasonal Please Explain:   ______________________________________________________

E) Other Updates?  _______________________________________________________________________________________

Person(s) allowed to consent to treatment of patient (other than parent/guardian): 

Name: _____________________________________________________________  Phone:   __________________________

Relationship to Patient: ___________________________________________________________________________________

Name: _____________________________________________________________  Phone:   __________________________

Relationship to Patient: ___________________________________________________________________________________

The undersigned parent(s) or guardian(s) of the minor patient authorizes the listed person(s) to consent to treatment of the minor patient. Signing of this consent will be 
giving permission for these adults to discuss your child’s personal medical/dental history with the staff of Puget Sound Pediatric Dentistry as needed and to make medical/
dental decisions for you regarding the dental care of your child when I am not available in person. It is understood that this consent is given in advance of any specific 
diagnosis or treatment being required and gives authority to the provider of care to diagnose and treat the minor in the parent/guardian’s absence. 

AUTHORIZATION: I understand that the information I have given is correct and to the best of my knowledge, and that it will be held in the strictest of confidence. Since my 
child is a minor, it is necessary that signed permission be obtained from a parent or legal guardian before any dental service can be started. I grant Puget Sound Pediatric 
Dentistry consent to do an oral exam, take appropriate x-rays, clean the teeth, give a Fluoride treatment, and provide oral hygiene instructions, as deemed appropriate. I 
understand I will be consulted before any another treatment is rendered. I understand that this information will be used by our dentists to help determine the appropriate 
and ideal dental treatment. If there is any change in my child’s medical status, I will inform the office immediately. 

________________________________________  / __________________________________________________    __________________
Signature                                                                                                  Print Name                                                                                                                            Date
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