
E-Mail: _____________________________________________ 



Has your child had any history of or difficulty with any of the following?     NONE  or 

If yes, please check. 

 A.I.D.S. / H.I.V. Cerebral Palsy Epilepsy Kidney Disease Rheumatic Fever 

 Anemia Chicken Pox Fainting Liver Disease Sinus Problems 

 Asthma Convulsions Hearing Problems Measles Thyroid Disease 

 Autism Diabetes Heart Problems Mononucleosis Tuberculosis 

 Cancer Drug/Alcohol Abuse Hepatitis Mumps Other _______________  

 ____________________________________________________________________      ___________________________________________________  
  Signature of Dentist Date 
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