
Medical History Form for Children (Under 18) 

Dr. Engelbert MVZ GmbH 

Uerdinger Straße 99       

47799 Krefeld 

Tel: 02151 60 77 70 Fax: 02151 60 77 75 

Dear Patient, 

We are pleased to welcome you to our practice. 

Before the initial examination, we kindly ask you to answer the following questions. 

Your information is subject to medical confidentiality and will be treated confidentially. 

…………………………. …………   ……………… …………………….. 

Last Name,  First Name      Date of Birth 

1. Has your child ever had an orthodontic consultation or treatment?   yes / no 

If yes: where…………………………………………………………………… 

2. Has your child received cavity prevention treatment (e.g. D-fluorettes)?  yes / no 

If yes: for how many years?.................................................................................... 

3. Has your child sucked on anything? (pacifier, thumb, etc.)   yes / no 

If yes: what and for how long?.......................................................................... 

4. Does your child have a general medical condition (heart, liver, kidney, 

blood clotting disorder, diabetes)?       yes / no 

If yes: which one?............................................................................................... 

5. Does your child have any allergies?       yes / no 

If yes: to what?……………………………………………………………... 

6. Is your child taking any medication?       yes / no 

If yes: which ones?………………………………………………………………... 

7. Has your child ever had an accident involving the teeth or jaw?   yes / no 

If yes: when?.................................................................................................... 

8. Does your child frequently suffer from colds? 

Have the adenoids been removed?       yes / no  

9. If yes: when?.............................................. 

Have the tonsils been removed?        yes / no       

If yes when?.............................................. 

10. Are similar dental malocclusions known in the family?    yes / no 

Who is your dentist?................................................................................................. 

Were you referred to us on your dentist’s advice?      yes / no 

If no: who referred you to our practice?................................................ 

11. When were the last X-rays taken? 

……………………………………………………………………………………… 

Patient Information: Please note that your general dentist will receive a report and, if 

applicable, the X-ray images taken. 

If you do not agree, we kindly ask you to inform us. 

 



Parent/Guardian: 
Last Name: ……………………………………………….. 

First Name: ……………………………………………….. 

Date of Birth: ……………………………………………….. 

Street: ……………………………………………….. 

Postal Code, City: ………………………………………………. 

Phone: ………………………………………………. 

Health Insurance: ………………………………………………. 

Is the patient’s and the insured person’s address the same?    yes / no 

Krefeld, on …………………………  …………………………. 

                              Date      Signature 

 

Patient Information on Data Protection (GDPR) 

Dear Patient, 

The protection of your personal data is important to us. Under the EU General Data Protection 

Regulation (GDPR), we are obliged to inform you for what purpose our practice collects, 

stores, or forwards data. You will also find information about your data protection rights. 

1. Responsibility for Data Processing 
You can reach our Data Protection Officer at: 

Name: Gina Ringst 

Contact details (phone/email): 02151-607770 / krefeld@kfo-engelbert.de 

2. Purpose of Data Processing 
Data processing is carried out due to legal requirements in order to fulfill the treatment 

contract between you and your doctor and the associated obligations. 

For this purpose, we process your personal data, particularly your health data. This includes 

medical histories, diagnoses, therapy suggestions, and findings that we or other doctors 

collect. Other doctors or psychotherapists treating you may also provide us with data (e.g. 

referral letters, X-rays). 

The collection of health data is a prerequisite for your treatment. If the necessary information 

is not provided, careful treatment cannot be guaranteed. 

3. Recipients of Your Data 
We only transmit your personal data to third parties if this is legally permitted or if you have 

consented. 

Recipients may include other doctors/psychotherapists, medical associations, health insurance 

companies, the Medical Service of Health Insurance, medical chambers, and private billing 

offices. 

The transmission primarily serves billing purposes, clarification of medical issues, and 

insurance-related matters. In individual cases, data may be transmitted to other authorized 

recipients. 



4. Storage of Your Data 
We store your personal data only as long as necessary for treatment. 

Due to legal requirements, we must keep this data for at least 10 years after the end of 

treatment. In some cases, longer retention periods apply, for example, 30 years for X-ray 

records according to Section 28(3) of the German X-ray Ordinance. 

You have the right to access your personal data. You can also request the correction of 

inaccurate data. 

5. Your Rights 
In addition, you may, under certain circumstances, have the right to deletion of data, 

restriction of processing, and data portability. 

The processing of your data is based on legal regulations. Only in exceptional cases do we 

need your consent. In such cases, you have the right to withdraw your consent for future 

processing. 

You also have the right to lodge a complaint with the supervisory authority for data protection 

if you believe that your personal data is not being processed lawfully. 

6. Legal Basis 
The legal basis for the processing of your data is Article 9(2)(h) GDPR in conjunction with 

Section 22(1)(b) of the German Federal Data Protection Act. 

If you have any questions, please feel free to contact us. 

 

………………………………………………            ………………………………………….. 

Place/Date       Signature 

 


