
FREDERICK PEDIATRIC DENTISTRY, LLC 

Medical History Update 
Please fill out one form per child 

 
 
Patient’s name: __________________________________________________________ 
 
Please list any medical conditions (i.e., autism, ADD/ADHD, asthma, heart 
murmur):__________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
Please list any medications your child is currently taking:____________________________________________ 
 
__________________________________________________________________________________________ 
 
Please list any allergies:______________________________________________________________________ 
 
Does your child have an allergy to nuts:  _____ yes     _____no 
 
Is there a medical condition which requires your child to be pre-medicated with antibiotic:   _____ yes _____ no 
 
If your child does need to be pre-medicated, has he/she taken her medication 1 hour before appointment:   __ yes __ no 
 
Do we have your permission to take any necessary x-rays:  _____ yes   ______ no 
 
Attention:  Please be aware that Dental Insurance Companies are NOT covering fluoride treatments/oral exams more 
than once per year.  Please follow up with your insurance company to verify benefits because we do require oral exams 
and do recommend applying fluoride at each cleaning appointment.  I will NOT hold Frederick Pediatric Dentistry, LLC 
responsible for any detrimental affects that may result from the procedures not being rendered at our request. 
 
I am aware that my insurance company may or may not cover two fluoride treatments and/or oral exams per year 
and if this service is not paid by my insurance company, I will be financially responsible. 
 
Do we have your permission to apply fluoride today:  _____ yes   _____no 
Is your home water from a well or city water?  _____  well  _____ city 
 
Parent’s signature: _______________________________________Date:________________ 
                   
Print parent’s name: ______________________________________________________ 
 
We are updating our records to better serve our patients.  Please include your email address and cell phone numbers. 
We will be contacting you via E-mail and/or text messaging to confirm your appointments with our office. 
Please indicate which methods you would prefer us to contact you. 
 
Email: ____________________________                       Cell Phone #: ______________________________ 
************************************************************************************************** 
 
Authorization to confirm appointments by (check all that apply): 
 ____ Text Message to cell phone (standard messaging rates may apply)     ____E-mail 
 
_____No, thank you.  Please contact me by phone call reminder only. 
 


