PATIENT'S MEDICAL HISTORY

Patient's Name Date of Birth
Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health
problems that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry
that you will be receiving. Thank you for answering the following questions.

YES NO YES NO
ARE YOU IN GOOD HEALTH? O O HAVE YOU EVER TAKEN FEN-PHEN/REDUX?
HAVE THERE BEEN ANY CHANGES IN YOUR GENERAL HEALTH O O HAVE YOU EVER TAKEN FOSAMAX, BONIVA, ACTONEL
WITHIN THE PAST YEAR? OR ANY CANCER MEDICATIONS CONTAINING

BISPHOSPHONATES?
DATE OF YOUR LAST PHYSICAL EXAM:

HAVE YOU TAKEN VIAGRA, REVATIO, CIALIS OR

PHYSICIAN'S NAME LEVITRA IN THE LAST 24 HOURS?

ADDRESS DO YOU USE TOBACCO?

PHONE # DO YOU USE CONTROLLED SUBSTANCES?

ARE YOU NOW UNDER THE CARE OF A PHYSICIAN? O O ARE YOU WEARING CONTACT LENSES?
Gremarion on semous seinesss eeace irame O O |povousavs A persisTaNT covg ok TrRoAT

CLEARING NOT ASSOCIATED WITH A KNOWN ILLESS
(LASTING MORE THAN 3 WEEKS)?

DO YOU HAVE ANY DISEASE, CONDITION OR PROBLEM
NOT LISTED ABOVE THAT YOU THINK I SHOULD KNOW
ABOUT?

O O o000 OO
O O0000 OO0

ARE YOU TAKING ANY MEDICINE(S) INCLUDING NON-
PRESCRIPTION MEDICINE? IF YES, WHAT MEDICINE(S) ARE
YOU TAKING?

WOMEN ONLY:

O000 O

O
DO YOU BRUISE EASILY? O
@)
@)

HAVE YOU HAD ANY ABNORMAL BLEEDING? ARE YOU PREGNANT OR THINK YOU MAY BE PREGNANT? O O
ARE YOU NURSING? O O
HAVE YOU EVER REQUIRED A BLOOD TRANSFUSION?
T —— ARE YOU TAKING BIRTH CONTROL PILLS? O O
YES NO YES NO
ARE YOU ALLERGIC TO OR HAVE YOU HAD REACTIONS TO: FAINTING OR DIZZY SPELLS ........c..ccvreuieaneaiianneennnnn. O O
LOCAL ANESTHETICS LIKE NOVOCAINE .........c.ccoooiiiiiiieiiei, O DIABETES ..ottt O O
PENICILLIN OR OTHER ANTIBIOTICS .........ccoviiiieiieeeiaseieee) O ATDS OR HIV INFECTION........ocovioiiiiiieieaeieeeieaieea O O
SULFA DRUGS ..ot O THYROID PROBLEMS - veuveaieaimaiiiaiiaiie e O O
BARBITUATES, SEDATIVES OR SLEEPING PILLS O ALLERGIES ......ooiiiii et O O
ASPIRIN ...t O ARTHRITIS OR RHEUMATISM ........cccoeieiiiiiieiieeieeeeenn. O O
TODINE ..o O JOINT REPLACEMENT OR IMPLANT ........cc0eevveanneennn.. O O
ANY METALS (E.G. NICKEL, MERCURY, ETC.) ................ccccoooiini... O O STOMACH ULCER .........cccoiiiiiiiiiiiiie e O O
LATEX/RUBBER .....eiutiiiiiiiiiiaiie ettt O O KIDNEY TROUBLE ....cccoiiiiiiiiiiiaaaiiiiieeeee e e e O O
OTHER (PLEASE LIST) TUBERCULOSIS .......cciiiiiiiiiieieiiee e O O
DO YOU HAVE OR HAVE YOU EVER HAD THE FOLLOWING? PERSISTENT COUGH .........ccoviiiiiiiiieeiiieeieeeieeeee O O
RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER ................. O O COUGH THAT PRODUCES BLOOD ........ccocovioiiaiianannn. O O
SCARLET FEVER ....cceiiuiiiiiiiiiii e O O CHEMOTHERAPY (CANCER, LEUKEMIA).................... O O
HEART DEFECT OR HEART MURMUR .......oooviiiiiiiiiiiniiieiieenieend O O SEXUALLY TRANSMITTED DISEASE................cc...cco..... O O
HEART TROUBLE, HEART ATTACK OR ANGINA ......cccoocoivreenirnn. O O EPILEPSY OR SEIZURES ......c0oiiiiiiniieiiiaiieaeiieeiieeienns O O
CHEST PAIN ... O ANEMIA ..o O O
SHORTNESS OF BREATH ..........cciiiiiiiieeiie e O O GLAUCOMA ... O O
PACEMAKER ......ooiiimieeiie e NERVOUSNESS O O
HEART SURGERY .......ooiiiiiiiii ittt O TONSTILLITIS ... e O 8
HIGH/LOW BLOOD PRESSURE .........ccociiiiiiieiiiesiieeiieeeeeeee TUMORS ...t
CONGENITAL HEART PROBLEM .....ooeouvieiiienieanieaeeeeeeeeeeeeeenees 8 MENTAL HEALTH CARE ...........occcoiiiiiiiiiiiiiieiiee
SWELLING OF FEET, ANKLES, HANDS .........cccocciiiiiiiiiiniiineiin) O BACK PROBLEMS .......ocvviiuiiaiiiaieeeeaeiee e
HEPATITIS, JAUNDICE OR LIVER DISEASE ...........ccoeiiiiiiinenei.n. CHEMICAL DEPENDENCY............ccoiviiiiiiiiiiieeei, O
STROKE ....veeveeeeeeee et e et MITRAL VALVE PROLAPSE .........cccoooiiiiiiiiiiiiaieee,
SINUS TROUBLE .......oviiiiiiieeie e O O CORTISONE TREATMENT .......oooviiiiiiiaieaiiiaieieeieaeneean 8
LUNG OR BREATHING PROBLEMS ........ccvoeouiiiieaniianiaeieeaieaieannn, O O COLD SORES/FEVER BLISTERS............cccooviieaeeineenn... O O
ASTHMA OR HAY FEVER .......cccoiiiiiiiiiii oo O O HYPOGLYCEMIA ......cooiiiiiiiiiiiie e O O
HIVES OR SKIN RASH ....ooiiiiiiieeeiee e O O EATING DISORDERS ...........ccoiiiiiiiieieiaeeieeeieee O O

Patient Number

HEALTH HISTORY




PATIENT'S DENTAL HISTORY

Patient's Name Date of Birth

Reason for this visit

When was your last dental visit? What was done then?

How often did you visit the dentist before then?

Previous dentist (Name and Location)

Have you had a complete series of dental films (x-rays) taken? When/Where?

How often do you brush your teeth? How often do you floss your teeth?

Is your drinking water fluoridated?

<
i
&

YES

DO YOUR GUMS BLEED WHILE BRUSHING OR FLOSSING? DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY?

ARE YOUR TEETH SENSITIVE TO HOT OR COLD HAVE YOU NOTICED ANY LOOSENING OF YOUR TEETH?
LIQUIDS/FOODS?
DOES FOOD TEND TO BECOME CAUGHT BETWEEN
ARE YOUR TEETH SENSITIVE TO SWEET OR SOUR YOUR TEETH?
LIQUIDS/FOODS?
HAVE YOU EVER HAD PERIODONTAL TREATMENT
DO YOU FEEL PAIN TO ANY OF YOUR TEETH? (cums)z

DO YOU HAVE ANY SORES OR LUMPS IN OR NEAR YOUR EVER WORN A BITE PLATE OR OTHER APPLIANCE?
MOUTH?
HAVE YOU EVER HAD ANY DIFFICULT EXTRACTIONS IN

HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES? THE PAST?

O0O0O0 OO0
O0Q00 OO0 00 OO03

HAVE YOU EVER EXPERIENCED ANY OF THE FOLLOWING
PROBLEMS IN YOUR JAW?

HAVE YOU EVER HAD ANY PROLONGED BLEEDING
FOLLOWING EXTRACTIONS?

DO YOU WEAR DENTURES OR PARTIALS?
IF YES, DATE OF PLACEMENT:

O O O000 000
O O O 000 O00s

HAVE YOU EVER RECEIVED ORAL HYGIENE
: @)
DO YOU HAVE FREQUENT HEADACHES? INSTRUCTIONS REGARDING THE CARE OF YOUR
DO YOU CLENCH OR GRIND YOUR TEETH? O TEETH AND GUMS?

If you could change anything about your smile, what would you change?

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been
accurately answered. I understand that providing incorrect information can be dangerous to my health. I authorize the dentist

to release any information including the diagnosis and the records of any treatment or examination rendered to me or my child
during the period of such dental care to third party payors and/or health practitioners. I authorize and request my insurance
company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. I understand that my dental
insurance carrier may pay less than the actual bill for services. I agree to be responsible for payment of all services rendered on my
behalf or my dependents.

Signature of Patient or Parent/Guardian if Minor Date

DO NOT WRITE BELOW THIS LINE

Doctor's Comments

Signature Date

Patient Number
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