    Legacy Dental Group

Ryan M Redfearn, DDS 

3601 South Clarkson Street, Suite 315 Englewood, Colorado 80113

Phone: 303-762-8046    Fax: 303-762-8047

E-mail: office@LegacyDentalGroup.net
DENTAL HISTORY

Reason for today’s visit? ___________________________________________________________________________________________

Do your gums bleed?    Yes     No     Does your jaw “pop” or click” when opening wide?   Yes      No

Are your teeth painful or sensitive to: (Check all that apply) _____Hot  _____Cold  _____Sweet  _____Chewing

When was the last time your teeth were cleaned by a dentist or hygienist?  Date __________ Where _______________________________

Do you clench or grind your teeth while awake or asleep?   Yes    No        Have you had regular dental care?   Yes   No

HEALTH QUESTIONNAIRE

Name of Medical Doctor ________________________________________ Date of last medical examination__________________________

Have you been hospitalized in the last 5 years? _____Yes  _____No     if yes, give date/reason_____________________________________

Have you ever had an echocardiogram?  _____Yes  _____No         If yes, give date/reason ________________________________________

        PLEASE CIRCLE YES OR NO FOR EACH CONDITION LISTED BELOW


If you answered yes to any of the above conditions, please explain: ____________________________________________________________  _________________________________________________________________________________________________________________Please list all medications you are now taking, including “over-the-counter” drugs, vitamins, minerals, and nutritional supplements: ___________

_________________________________________________________________________________________________________________

Have you ever been advised to take an antibiotic prior to dental treatment? _____Yes  ______No    When? ____________

Do you have any disease, condition or problem not listed above that you think we should know about?  ________________________________

_________________________________________________________________________________________________________________

Signature _______________________________________________ Date_______________________

Rheumatic Fever           Yes   No		Anemia                              Yes    No		Drug Addiction         Yes   No


High Blood Pressure     Yes   No		Venereal Disease             Yes    No		Alcohol Addiction     Yes   No


Low Blood Pressure      Yes   No		Jaundice                            Yes    No		Hearing Impairment Yes  No


Stroke                             Yes   No		Liver Disease                    Yes    No		Cancer                     Yes   No


Heart Attack                   Yes   No		Kidney Disease                 Yes    No		Radiation Therapy   Yes   No


Pacemaker                    Yes    No		Tuberculosis                      Yes    No		Chemotherapy        Yes    No


Heart Murmur/MVP       Yes   No		Emphysema                      Yes    No		HIV/AIDS                 Yes   No


Shortness of Breath      Yes   No		Respiratory Problems       Yes    No		Do you smoke tobacco?


Severe Chest Pain        Yes   No		Arthritis                               Yes    No		If yes, how much? ________


Hay Fever                     Yes    No		Artificial Joints/Implants     Yes    No		Do you chew tobacco? 


Asthma                          Yes   No		Ulcers                                 Yes    No		If yes, how much? ________


Sinus Problems            Yes    No		Recent Weight Loss           Yes   No		Do you have an allergy to 


Diabetes                        Yes    No		Stomach Disorders             Yes   No		latex?                       Yes   No


Epilepsy                         Yes   No		Are you pregnant?              Yes   No		Do you have any medication


Convulsions                   Yes   No		Thyroid Condition               Yes    No		allergies?                 Yes   No


Fainting Spells               Yes   No		Psychological Problem       Yes    No		If yes, please list: ________


Blood Disorder              Yes   No		Hepatitis                              Yes    No		______________________


Blood Transfusion         Yes   No		If yes, what type? ______________		______________________


If yes, When? ________________	_____________________________		______________________











