PATIENT HEALTH RECORD

Patient’s Name: _______________________________________________Preferred Name_________________



Last                          First                         M.I.  


        Nickname
Address: _________________________________________________ Home Phone: ______________________
City: __________________________ State: _________ Zip: ________ Cell Phone: _______________________
Email: _________________________________________ Business Phone: ______________________________
Soc. Sec. # _____________________ Age: ____ Birth Date: __________Height: ________ Weight:__________
Sex: □ M □ F       Current Status:   □ Single     □ Married     □ Divorced     □ Other _________________________
Optional Disclosures: Race ______________Nationality ________________ Religion _____________________
Patient Employed by: _______________________________________ Occupation ________________________
Business Address: _______________________________________Driver’s License # ______________________
Spouse or Legal Guardian: _____________________________________________________________________
Emergency Contact: _____________________________________________Phone: ______________________
Nearest relative NOT living with you: ________________________________Phone: ______________________
Primary insurance subscriber: __________________________ Insured’s Employer ______________________
Relationship to patient:  □ Self   □   Spouse □   Child □   Parent □ other ___________

Soc. Sec. # of insured: _______________________Date of Birth: _____________ Sex: □ M □ F

Subscriber’s address if different from above: _______________________________________________________
Who can we thank for your referral? ___________________________________________________________
Primary Care Physician: ______________________________________________ Phone: _________________
Preferred Pharmacy: ___________________________________________________ Phone: _________________

Are you allergic to any medications? □ No □ Yes.    Please mark accordingly;   

□ Penicillin □ Codeine □ Aspirin □ Latex □ Anesthetic □ Metal □ Other __________________

MEDICAL HISTORY

HAVE YOU EVER HAD OR DO YOU CURRENTLY HAVE ANY OF THE FOLLOWING:

□ Yes □ No
Abnormal bleeding


□ Yes □ No
Mitral Valve Prolapse
□ Yes □ No 
AIDS/HIV positive


□ Yes □ No
Hepatitis Type ___
□ Yes □ No
Anemia 




□ Yes □ No
Herpes
□ Yes □ No
Angina
 



□ Yes □ No
Headaches
□ Yes □ No 
Arthritis/Rheumatism


□ Yes □ No
Psychiatric care
□ Yes □ No 
Asthma




□ Yes □ No
Immune Deficiency
□ Yes □ No 
Cancer/Radiation therapy


□ Yes □ No
Joint replacement
□ Yes □ No 
Circulatory problems


□ Yes □ No
Jaundice
□ Yes □ No 
Chemical Dependency


□ Yes □ No
Kidney/Liver disease
□ Yes □ No 
Diabetes


             

□ Yes □ No
Rheumatic Fever




□ Yes □ No 
Eating Disorder



□ Yes □ No
Surgeries w/ pins or plates
□ Yes □ No 
Epilepsy




□ Yes □ No
Sinus trouble
□ Yes □ No 
Excessive thirst/urination


□ Yes □ No
Stroke

□ Yes □ No 
Fainting spells



□ Yes □ No
Sickle Cell Disease

□ Yes □ No 
Glaucoma



□ Yes □ No
Tonsillitis/ ulcers
□ Yes □ No
Artificial Heart Valve


□ Yes □ No
Tumor/growth on head/neck
□ Yes □ No
Hemophilia



□ Yes □ No
Tuberculosis/Lung disease
□ Yes □ No
Heart Disease (Congenital)
                   □ Yes □ No
Venereal disease
□ Yes □ No
HPV
                   □ Yes □ No
Other ______________
DENTAL HISTORY

HAVE YOU EVER HAD OR DO YOU CURRENTLY HAVE ANY OF THE FOLLOWING:

□ Yes □ No
Anxiety/nervousness
                    □ Yes □ No
Growth/sore spots in mouth

□ Yes □ No
Avoid brushing



□ Yes □ No
Gums swollen/tender/bleeding
□ Yes □ No
Bad breath



□ Yes □ No
Jaw pain/ tiredness
□ Yes □ No
Bite cheek/lip



□ Yes □ No
Loose teeth
□ Yes □ No
Blisters on lips or mouth


□ Yes □ No
Mouth breathing
□ Yes □ No
Broken filling/crown


□ Yes □ No
Orthodontic treatment
□ Yes □ No          Broken tooth                                                   □ Yes □ No          Nitrous Oxide (Laughing gas)

□ Yes □ No          Burning sensation on tongue                          □ Yes □ No          Periodontal treatment
□ Yes □ No          Food collects between teeth                           □ Yes □ No          Sensitivity to pressure  
□ Yes □ No          Clench/Grind teeth                                         □ Yes □ No          Sensitivity to hot/cold
□ Yes □ No          Denture problems – How old _____              □ Yes □ No          Smoking
□ Yes □ No          Dry Mouth                                                      □ Yes □ No         TMJ
What is the main reason for your visit today? __________________________________________________
How do you feel about the appearance of your teeth? ______________________________________________
Are you interested in cosmetically changing your smile? ______ Are you interested in whitening? __________
How often do you floss? _______________ How often do you brush your teeth? ________________________
Former Dentist: ______________________________ Date of last X-rays: _____________________________
GENERAL HEALTH
Have you been hospitalized in the last 5 years? □Yes □ No __________________________________________

Have you ever had any serious illness or operations: □ Yes □ No

Please describe: ____________________________________________________________________________

Are you pregnant? □ Yes □ No     Are you nursing? □ Yes □ No

Are you taking birth control pills? □ Yes □ No 

Please list all medications that you are currently taking: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I have read, and understood, and answered the above questions accurately and to the best of my knowledge.  I understand that providing incorrect information can be dangerous to my health.  Should my dental insurance change I will inform the office staff prior to my next appointment.  If I ever have a change in my health, or medications, I take I will inform the Doctor of Dentistry on the next appointment without fail.

Date: ____________________ Patient’s/Guardian’s Signature: ________________________________________

Date: ____________________ Doctor’s Signature: _________________________________________________

SUBSEQUENT CHANGES IN MY MEDICAL HISTORY:

Changes: ___________________ Date: ________________ Patient’s initials _______ Doctor’s initials _______

Changes: ___________________ Date: ________________ Patient’s initials _______ Doctor’s initials _______

Changes: ___________________ Date: ________________ Patient’s initials _______ Doctor’s initials _______

Changes: ___________________ Date: ________________ Patient’s initials _______ Doctor’s initials _______

Changes: ___________________ Date: ________________ Patient’s initials _______ Doctor’s initials _______

Changes: ___________________ Date: ________________ Patient’s initials _______ Doctor’s initials _______

Changes: ___________________ Date: ________________ Patient’s initials _______ Doctor’s initials _______

Changes: ___________________ Date: ________________ Patient’s initials _______ Doctor’s initials _______
