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HEALTH HISTORY 
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MEDICAL HISTORY 
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BIRTH HISTORY 

Number of previous pregnancies:  ____ 

Number which were: Full term____ Preterm____ Abortion/miscarriage____ Living children ____ 

Please provide relevant information about conception, including information about biological 

parents:_______________________________________________________________________ 

______________________________________________________________________________ 

How was pregnancy?_____________________________________________________________ 

______________________________________________________________________________ 

Who provided care during pregnancy and delivery? ____________________________________ 

______________________________________________________________________________ 

Where did labor and delivery occur? ________________________________________________ 

If there was labor, please describe when, where and how it began:  (spontaneously or induced) 

______________________________________________________________________________ 

______________________________________________________________________________ 

How did labor progress? ___________________________________________________ 

What medications, is any were used? _________________________________________ 

How long was labor? _____ hours    How long did pushing last? _____ hours 

Were forceps or vacuum extraction used? _____________________________________ 

If caesarian birth was performed, please explain why: __________________________________ 

Were there any complications? ____________________________________________________ 

How old was the child upon delivery? ____ weeks     Weight: ____ lbs.  ____ oz. 

Were there any complications or concerns upon delivery? _______________________________ 

______________________________________________________________________________ 

Describe early latch for breast and/ or bottle feeding, and any difficulties or complications:  

______________________________________________________________________________ 

Did the child receive any medications or vaccines upon delivery? _________________________ 
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Please take the time to fill out the following to the best of your ability.  It is sometimes difficult to 

discuss sensitive topics in the presence of your child; this form, therefore, provides us with an 

opportunity to be discreet.  Please indicate if there any topics that you do not want discussed in front 

of your child.  

What are your main reasons for seeking out help for your child?  

 

What are your goals or expectations for treatment?  

 

Please list past and present health issues, including dental: 

 

Please list the use of antibiotics and other prescription medications and approximate dates: 

 

Does your child use any over the counter medications?  Please list: 

 

Does your child get fevers?  If so, do you use medication such as Tylenol or Motrin to control symptoms? 

 

Please list any significant injuries, including head injuries, with approximate dates: 

 

Please provide any more information about pregnancy and childbirth that was not included in the Birth 

History form: 

 

Was your child breastfed?  If so, for how long, and was supplemental formula needed? 

 

If not, were there feeding difficulties?  Please describe: 
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Please describe your child as an infant, including sleep habits, temperament and feedings: 

 

When did your child start solid foods and how was that? 

 

Please describe how your child met developmental milestones, including difficulties, delays, 

accelerations, or skipping of certain stages:  (sucking/ latching, grasping, lifting head, rolling over, sitting 

up, crawling, creeping, standing, walking, talking, self feeding, toilet training) 

 

Are there any food issues? (aversions to tastes or textures, cravings, intolerances) 

 

Please describe your child s diet: 

 

What are your child s favorite hobbies, interests, talents and activities? 

 

Are there any activities or experiences that your child avoids? 

 

With which hand does your child write, paint and eat? 

 

How does your child respond to light, sound and touch? 

 

Are there any grooming issues? (brushing, nail cutting, bathing, hair washing, dressing) 

 

How is sleep? (falling asleep, staying asleep, needing to coJsleep, heavy blanket/ no blanket, thrashing, 

sweating) 

 

How would you describe your child s energy level? (steady, fluctuating, high, easily fatigued) 
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Is your child able to sit still for mealtimes and tasks, or does she need to move around? 

 

In which situations is your child able to focus and concentrate? 

 

How is your child during social interactions? 

 

Are there any concerning behaviors or habits? 

 

Please list the schools, groups, programs and classes that your child has attended or participated in up 

until now: 

 

Which assessments or therapeutic modalities has your child used in the past?  Please give approximate 

dates: 

 

 

 

 

Thank you so much for your time and attention to these details.  I look forward to our time together. 

Dr. Mona Moy D.D.S. 


