Patient Dental History

Name of Previous Dentist Phone: Date of Last Exam:
Address:
YES NO YES NO

1. Do your gums bleed while brushing or flossing?.................. O O 8 Doyou have frequent headaches?.................ccccocuvevnencunnc. (5) = (@)
2. Are your teeth sensitive to hot or cold liquids/foods?............ O O 9. Do you clench or grind your teeth?.............cccocovevernerinneune ) =)
3. Are your teeth sensitive to sweet or sour liquids/foods.......... O O  10. Do you bite your lip or cheeks frequently? .............ccocovunvne BL R
4. Do you feel pain to any of your teeth? ...........cc.cccooververnnn. O O 11 Have you ever had any difficult extractions in the past? ...... ) )
5. Do you have any sores or lumps in or near your mouth?.... @ O  12. Have you ever had any prolonged bleeding
& Hule oihadnnyihend 1o bogaiiired ao followineiextractionss = s B o ele e s SR o (@) =]
i By e onen <l ke folloninn ol 13. Have you had any orthodontic treatment? ...............cccc.c..... o) (=)

in your jaw? 14. Do you wear dentures or partials? ..........c.ccocovvevererrnnnne. O

@lichinoesadienoniiis AE B e el e B} (m) If yes, date of placement

Paini(jointsearsideofifdce) i e O O 15 Have you ever received oral hygiene instructions

Difficulty in opening or closing............cocveeveveceeerecncrnenne. o o regarding the care of your teeth and gums? .......................... oo

DYfiCUlLy 1 CHEWING .o B8 youslikeyourgsmileZ i T Sl 0 B (e
Medical Updates
Date: Pulse: BP:

DATE EXCEPTIONS

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. Iunderstand
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 author-
ize 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.

I understand that it is my responsibility to advise your office of any changes in the information contained on this form.

X
Signature of patient (or parent/guardian if minor)

Date

Doctor’s Comments:

Signature: Date:




Patient Medical History

YES NO

1. Are you under medical treatment nOW? ..........ccccovorueuneenns. 0o 0o

2. Have you ever been hospitalized for any surgical operation
or serious illness within the last 5 years?............c.cccccoooou... | (m)
If yes, please explain:

3. Are you taking any medication(s) including
norEpreseuiptionmedicine?.. ks s T IS 8 a8
If yes, LIST ALL medication(s) are you taking?

Physician:

Office Phone:

Date of Last Exam:

Address:

4. Are you taking any of the following:
Anticoagulants (Blood TRINNETS).......c.ocuvveermeirriririneeienennn. o0
Blood' Pressure: Medication ..ot B
Eantisonel(Steroids)s e oot e 0o g
dranquilizerssciins - cdeantin v e B
Insulinsscssen i nbiinle mii e iie e e 0 o
Heart Drugss Nitroglyeerin......iviiiniiinan, 0o

5. Do you have or have you had any of the following?

YES NO

EighiBlood Pressurerst S Rite L s e s n e il S oo
LowiBloodiBressurent wite s T e 0o
HeartAttack = oo i 0o
Rheumatic Fever/SCarletiFeVer. . ....coivii vt sivisianns =)
SwollenPAnklesss B aliiien it ==
Raintiney/ASeiompesifant ot i el ne o i oo
At TR R e e =) (=)
Epilepsyl/A Gonvillsionss= S ie s e oo
Heukemigs vt » s dinideenis o nie o = (E
Winbetestes ol s TR B oo
Kidneyelisegseste it SRR Sae B S L T e 0o
AIRSter HIVEInfection ot cie B 0 D R &)=
ThyroidiBroblentes on S in oo isoncn b ol 5] =
HeantlIDisedse / SUIGery-....iveison ittt s oo
@ardiaeRacemaker=n ok S B S i )= (=)
HeauaMurmuigssai ot o ol s sl (5] =]
Angingerseeti e s at s s e s et B e
Erequentlyllived =Sn e S el L S &) =)
Arlenifbenie eSSt B i e e oo
EmnhySenlges S sieietiar im i 0 e oo
@ancers RrevioUS CanGeli . oo bt o s oo
AriitiSE e see s b e . S LR )= i)
Joint Replacementionlmplant'.. ..o m
Elepatitis/Alo BE s R S T =] =)
Sexually Transmitted DISEASe ............ccccovvvrernirienienenns B E
Stomachdlioubles/aillleers: o e d ad
Excessive Thirst a
NN dices i s ol e a

6.
7
8.
9.

YES NO
Have you ever taken Fen-Phen/Redux/Fosamaxa................ g 4

Do you use tobacco products?..............cceveireerrenieeencnrennn. i)
Do you use controlled Substances?.............cccoveereererininenne o od

Are you wearing contact lenses? ...........cooevmeereencnenennecn. 0o o

10. Are you allergic to or have you had any reactions to the following?

11

Local Anesthetics (€.g. NOVOCAIN) ........cocuiereeveerineereeiracnnans
Penicillin or any other Antibiotics. ...........ccccovrerireinininnnnnn.
Sulfa Drugs
Barbituratess- %
Sedativest=te o sgn ey
Todineps-te i e s i n
Aspirin/ Godeine: =i
Any Metals (e.g. nickel, mercury, etc.)....
Eatese Rubberpsie socn sl ciiis s n e e
Other (please list)

aaoooaoan

Do you have a persistent cough or throat clearing not associated
with a known illness (lasting more than 3 weeks) ................

12. Women Only:

a) Are you pregnant or think you may be pregnant? ............ O
BYATeyou nuISIngZ S R e o
¢) Are you taking oral contraceptives?................

Hemophilinss —== =0 sie oo BERE Se e vl o
ChestPainss:.. o i e e
Gold Sores)// FeverBlisters /Herpes.... oo
Sokers i il lie s S L e
HayFeveraAlleroiess 5 o o it s e
Tuberelosissderie S v n o T S
Radiation / Chemotherapy
Glaueoma e i Lt

Recent Weight Loss.............ccccocvirnennne.

liverdDisease =G oo e e
Heantiioubler= === s s e S8 e

Respiratony Problems.... oo b o e
Mitral Valve Brolanses. = s v mii B m
Blogdisedse Fos oo i s e
Convenitalitleantiliesion s S S e
Artificial Heart Valuesss ohon o vn e o
INenvoUSHesST sas ol v e S
AlzhetmengsiBisense= oo s i e T e S
Hyposlycemig=-=- = oG85 00 = et 2 et
Rsychigtia@aress et S oS e i L n e e
BrugdAddichions = e S Tea e el
Blood Transfusion..
Bruise Easily..........
Sickle Cell Anemia.
Lung Disease.............

Simusilonibler ol aelg i ae L

RNCUMGESI: v oo ossais s svonsossison s DS
Other

HEECE @ E L ECEE Y EAE S E) R ) ) E) () @R )




