
1. Has your child been under a physicians care or has he/she been during the past 5 years,
including hospitalization and surgeries?

2. Is your child currently under a doctor's order or taking any medications, including birth
 control pills, aspirin, tylenol, motrin (advil), herbal supplements, or homeopathic preparations?

3. Does your child have any allergies or are you sensitive to any drugs or substances?  Specifically
 penicillin, novocaine, aspirin, latex, codeine, or any other drug?

4. Has your child ever bled excessively after a cut, wound, or surgery?  Has your child ever received
a blood transfusion?

5. Is your child subject to fainting, dizziness, nervous disorders, seizures or epilepsy?

6. Has your child ever had any difficulty breathing?  This includes asthma, emphysema, chronic
cough, pneumonia, tuberculosis, or any other lung disorder?

Does he/she use tobacco or is exposed to smoking in the house?
Does he/she snore or have been diagnosed with sleep apnea?

7. Has your child or any family member ever had any anesthesia related problems?

 8. Does your child have heart disease or a history of chest pain or palpitations?  Does your child
suffer from dizziness or syncope (fainting spells) during or following exertion?

9. Is there anything you want to discuss with the doctor?

10. Does our child currently use or have a history of using recreational drugs?

11. Please list all doctors/clinics in which your child has been treated:
______________________________________________________________

Yes     No          Explain:__________________________________________

Yes     No          Explain:__________________________________________

and/or Sedation Patients
Geshay Pediatric Dentistry, P.C.

Yes     No          Explain:__________________________________________

Yes     No          Explain:__________________________________________

Yes     No
Yes     No

Yes     No          Explain:__________________________________________

Yes     No          Explain:__________________________________________

Health History Update of Surgical

Yes     No          Explain:__________________________________________

Yes     No          Explain:__________________________________________

Yes     No          Explain:__________________________________________

Yes     No          Explain:__________________________________________

Phone (724) 439-1576
Fax (724) 438-7007

Patient Name:  ______________________________




