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E-ma i l : Today's Date: ADA.
American Dental Association
w.ada.org

As required by law, our off ice adheres to writ ten pol icies and procedures to protect the privacy of information about you that we create, receive or maintain. Your
answers are for our records only and wil l  be kept confidential subject to appl icable laws. Please note that you wil l  be asked some questions about your responses to
this questionnaire and there may be addit ional questions concerning your health. This information is vi tal to al low us to provide appropriate care for you. This off ice
does not use this information to discriminate.

Dgntal InfOfmatiOh ror the following questions, please mark (X) your responses to the fottowing questions.

Medical Information Please mark (X) your response to indicate if you have or have not had any of the following drseases or problems.

ADA DAF004. @ 2006 American Dental Association. All r ights reseryed.
To reorder, call 1-8OO-947-4746 or visit M.adacatalog.org

Name: nome Phone: tnclude area cocle Business/Cell Phone: /nclude area code

La\t t rst l\ lrddle ( )
Address:

MaiInq address

C ity: State.

Occupation: Heiqht :  Weiqht .  Date of  b i r th:  Sex:  M F

SS# or Patient lD: Emergency Contact : Relat ionship:  Home Phone: Ce l l  Phone :

lnclude atea codes

l f  you are complet ing th is form for  another person,  what rs your re lat ionship to that  person?

Your Name Relationsh p

Do you have any of the following diseases or problems: (Check DK if you Donl Know the answer to the question) Yes No DK
A c t r v e r u b e r c u r o s r s . . . . .  . t r  n  n
Persistent cough greater than a 3-week duratron ! !  tr
C o u g h t h a t p r o d u c e s b l o o d . .  !  t r  t r
B e e n  e x p o s e d t o a n y o n e w i t h t u b e r c u l o s r s . . . . . .  n  t r  n
If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.

Do your gums bleed when you brush or f loss?
Are your teeth sensittve to cold, hot, sweets or pressure?
Does food or floss catch between your teeth?
ls your mouth dry? . .
Have you had any per iodontal  (gum) t reatments?
Have you ever had orthodontjc (braces) treatment? . . . . . . .
Have you had any problems associated wi th
p r e v i o u s d e n t a l t r e a t m e n t ?  . . . . . .

ls  your home water supply f luor idated?

Do you dr ink bot t led or  f i l tered water?

l f  yes,  how of ten? Circ le one:  DAILY /  WEEKLY /  OCCASTONALLY

Are you current ly  exper iencing dental  pain or  d iscomfort?

Yes
Do you have earaches or neck pains?. .  .  D
Do you have any cl icking, popping or discomfort in the law?. .  .  .  n
Do you brux or grind your teeth?. .  .  .  .  .  !
Do you have sores or ulcers in your mouth?. .  .  .  !
D o y o u w e a r d e n t u r e s o r p a r t i a l s ?  . . . . . . . . . . D
Do you part icipate in act ive recreational act ivi t ies? . .  .  .  .  n
Have you ever had a serious injury to your head or mouth? . .  .  .  .  n

Date of  your last  dental  exam:

What was done at  that  t ime?
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Yes
tr
!

. !
' , n
. !
tr

D
n
!

n

No DK
u !
t r t r
t r f l
uu
n t r
! !

No DK

n !
! D
nn
n !
n !
!  r l
! n

tr
tr
n

n
n
tr

What is  the reason for  your dental  v is i t  today?

How do Vou feel  about vour smi le?

Yes No DK I Yes No DK
A r e y o u n o w u n d e r t h e c a r e o f a p h y s i c i a n ? .  . . . . . . . . . . . . . . . . E  !  E  I  H a u e y o r h a d a s e r i o u s i l l n e s s , o p e r a t i o n o r b e e n
P h y s i c i a n N a m e :  P h o n e :  / n c l u d e a r e a c o a e  l h o s p i t a l i z e d i n t h e p a s t 5 y e a r s ?  . . . . . . . . . . . n  t r  D

l f  yes, what was the i l lness or problem?
Add ress/C ity/State/Zi p

Are you taking or  have you recent ly  taken any prescr ipt ion

A r e y o u i n g o o d h e a l t h ?  . . . . . . . . . . . t r  n  D  o r o v e r t h e c o u n t e r m e d i c i n e ( s ) ? . . .  . . . . . . . . 1 1  f l  f l

Has there been any change in your general  heal th
l f  so,  p lease l is t  a l l ,  inc luding v i tamins,  natural  or  herbal  preparat ions

w i t h i n  t he  pas t  vea r? .

l f  yes, what condit ion is being treated?

D.t.  
"f  

htt  phyt.. |e-.r,

!  n n 
and/or diet supplements



MgdiCaf InfOfmatiOh P/ease mark (x) your response to indicate if you have or have not had any of the fottowing diseases or problems.

(Check DK if you Don't Know the answer to the question)

Do you wear contact  lenses?

Yes

. .  .  t r
No DK

! n
Yes No

! D
DK

tr
!Are you taking, or have you taken, any diet drugs such as

Pondimin (fenfluramine), Redux (dexphenfluramine) or
phen-fen (fenfluramine-phentermine combination)? . .  .  .

Since 2001, were you t reated or  are you present ly  scheduled
to begin t reatment wi th the intravenous bisphosphonates
(Aredia" 'or  Zometa@) for  bone pain,  hypercalcemia or  skeleta l
compl icat ions resul t ing f rom Pagets d isease,  mul t ip le myeloma
or metastat ic  cancer?.  .

Date t reatment began?

Do use controlled substances

Do you use tobacco (smoking, snuff,  chew, bidis)?
lf  so, how jnterested are you in stopping?

(C rcle one) VERY / SOMEWHAT / NOT INTERESI€D

Do you dr ink alcohol ic  beverages?
l f  yes,  how much alcohol  d id you dr ink in the last  24hours?

n

ica l ly  dr ink in a week?

Number of weeks
Taking birth control pi l ls or hormonal replacement?

t r !

! n !
Are you taking or  scheduled to begin taking ei ther of  the
medicat ions,  a lendronate (Fosamax')  or  r isedronate (Actonel ' )
for osteoporosis or Paget's disease?

! D

n n tr

! !

! tr tr Nursing?
! l f l
t r t r n

Joint  Replacement.  Have you had an or thopedic tota l  jo int  (h ip,  knee, e lbow, f inger)  replacement? .  D t r  t r

Date l f  yes,  have you had any compl icat ions?

Allergies - Are you allergic to or have you had a reaction to: Yes No DK Yes No DK
nn !To all yes responses, specify type of reaction Me

Local  anesthet ics t r D
t r D
! n
n !
! n
t r t r

!  Latex (rubber) ! n !
n ! !
! ! n
n t r t r
nDn
t rn !

Aspir in !  t od i ne
Penici l l in or other antibiot ics ! Hay fever/seasonal
Barbitu rates,
Sulfa drugs

sedat ives,  or  s leeping pi l ls n Anrmals
L t t-ooo

Codeine or  other narcot ics n other

Hasa phys ic ian  orprev iousdent is t  recommendedthatyoutakeant ib io t i cspr io r toyourdenta l t rea tment? . . . . . .  t r  !  n
N a m e o f p h y s r c r a n o r d e n t i s t m a k i n g r e c o m m e n d a t | o n : P h o n e -

Do you have any disease, condit ion, or problem not l isted above that you think I should know about? . .  tr  n n
Please explain:

Please mark (x) your response to indicate if you have or have not had any of the following drseases or problems.

Yes No DK
H e a r t m u r m u r  . . . f j  t r  f l
M i t ra l  va lvepro lapse .  .n  n  n
A r t i f i c i a l  h e a r t v a l v e s . . . . . t r  t r  n
R h e u m a t i c f e v e r . . . . .  . [ ]  n  t r
Card iovascu la rd isease.  . [ ]  n  n
Ang ina .  !  t r  n
Ar te r iosc le ros is .  . .n  t r  f l
Congest ive  hear t fa i lu re . . .  n  L l  f l
C o r o n a r y a r t e r y d i s e a s e . . .  !  n  l  1
Damaged heart valves tl l- I tl
Hear ta t tack .  . t r  n  !
L o w b l o o d p r e s s u r e .  . !  !  t r
High blood pressure. !  n !
Congen i ta lhear tde fec ts  . !  t r  !
Pacemaker  . t r  n  n
Rheumat ichear td isease . .  D  n  t r
Abnormal bleedinq . .  n !  [ l

H e m o p h i l i a  .  n L l [ J
A | D S o r H l V i n f e c t i o n . . . . .  !  t r  n
Ar th r i t i s .  n  !  l ]
Au to immuned isease.  .  . !  f j  L l
R h e u m a t o i d a r t h r i t i s . . . . . .  t r  t r  t r
Systemic lupus

ery thematosus  . f l  n  L l
As thma.  t l  !  t r

Yes No DK Yes No DK
A n e m i a .  t r  l l t l  C h r o n i c p a i n  . . . . t r  t j  f l
B l o o d t r a n s f u s i o n . . . . . . . .  f l  f l  t r  D i a b e t i c T y p e l o r

Eat ingd isorder .  .  L -1
Malnu t r i t ion .  . .  t r  !  L l
Gast ro in tes t ina ld isease. . .  [ ]  !  n
G  F  R c f l r  r v l n c r < i < t c n t

h e a r t b u r n . . ! t r f l
U l c e r s . . .  f ]
T h y r o i d p r o b l e m s . . . . . .  . t r  n  n
St roke . .  t r  f l  t r

B r o n c h i t i s .  . . . . . . n  3  S l G l a u c o m a  .  .  !  !  f l
E m p h y s e m a  .  n  !  n l H e p a t i t i s ,  l a u n d i c e
Sinus t roub le  t r  D  ! l  o r l i verd isease . t r  n  L l
Tuberculos is  !  t r  t r lEPr lePsY t r  t r
Cancer/Chemotherapy/ |  raint ing spel ls or seizures. tr  !  n

R a d i a t i o n T r e a t m e n t . . . .  t r  n  E  I  N e u r o l o q r c a l d i s o r d e r s . . . .  t r  f l  t r
C h e s t p a i n u p o n e x e r t i o n . . f l  t r  n l  t f

Sleep disorder.

lvlental health disorders . .

Recurrent  infect ions

Type of inflection

Kidney problems. .  .

N i g h t s w e a t s . . . . .

.  n t rn
. .  t r t r t r

O s t e o p o r o s i s  . . . . !  n  t r
Persistent swollen

g l a n d s i n n e c k . . . . .  . .  n  n  !
Severeheadaches/migraines tr !  !
Severe or rapid weight loss. !  !  !
Sexually transmitted disease n n n
Excessiveurination tr tr  tr

NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient issues prior to treatment.
I  cer t i fy  that  I  have read and understand the above and that  the informat ion given on th is form is accurate.  I  understand the importance of  a t ruthfu l  heal th h istory and that
my dent is t  and his/her staf f  wi l l  re ly on th is informat ion for  t reat ing me. I  acknowledge that  my quest ions,  i f  any,  about inquir ies set  for th above have been answered to my
sat isfact ion.  I  wi l l  not  hold my dent is t ,  or  any other member of  h is/her staf f ,  responsible for  any act ion they take or  do not  take because of  errors or  omissions that  I  may
have made in the complet ion of  th is

Signature of  Pat ienVlegal  Guardian

FOR COMPLETION BY DENTIST
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