 CONFIDENTIAL MEDICAL / DENTAL HISTORY

Name ___________________________________________________________________________________ DOB______________


            Last




First

Middle Initial

If you are completing this form for another person, what is your relationship to that person?__________________________________

Emergency Contact Person:______________________________Relationship:_________________Phone #:____________________

DENTAL INFORMATION

Reason for Today’s Visit______________________________________________________________________________________

Former Dentist______________________________________________________________________________________________

Address____________________________________________________________________________________________________


Date of last dental care_______________________________ Date of last dental x-rays___________________________________

Please indicate if you have had problems with any of the following:


[  ]Bad breath


[  ]Grinding teeth



[  ]Sensitivity to hot


[  ]Bleeding gums


[  ]Loose teeth or broken fillings

[  ]Sensitivity to sweets


[  ]Clicking/popping jaw

[  ]Periodontal treatment


[  ]Sensitivity when biting


[  ]Food collection

[  ]Sensitivity to cold


[  ]Sores or growths in


     between teeth







     your mouth

How often do you floss?________How often do you brush?______________________Do you participate in sports?___________

If yes, do you wear a Mouthguard?___________Have you postponed dental treatment due to fear?________________________

Is there anything about the appearance of your smile that you would like to change?  Y / N

If Yes, please explain__________________________________________________________________________________________

MEDICAL INFORMATION

Are you in good health?  Y / N

Have there been any change in your general health within the past year?  Y / N
Are you now under the care of a physician?  Y / N   If Yes, please explain _____________________________________________

Date of last exam ______________________ Physician________________________________Phone #_______________________

Have you had any serious illness, operation or been hospitalized in the past 5 years?  Y / N

If Yes, please explain__________________________________________________________________________________________

Are you taking or have you recently taken any medicine(s) including non-prescription medicine?  Y / N

If Yes, please explain what you are taking and why:  (for example:  Atenolol – high blood pressure)


Name of Medication:_______________________ Why:_____________________________________________




        _______________________Why:_____________________________________________




        _______________________Why:_____________________________________________




        _______________________Why:_____________________________________________




        _______________________Why:_____________________________________________

Vitamins, Natural or herbal preparations and/or supplements, over the counter_______________________________________
PLEASE FILL OUT BOTH SIDES OF THIS FORM                                 NP
Are you allergic to or have you had a reaction to?:
Local anesthetics


  Y/N
    Iodine



 Y/N
 Latex


 
Y/N
Aspirin



  Y/N
    Sulfa



 Y/N
 Food (specify)_______________   Y/N

Penicillin or other antibiotics
  Y/N 
    Metals (specify)______________Y/N
 Animals


Y/N

Barbiturates, sedatives, sleeping pillsY/N
    Codeine or other narcotics
 Y/N
 Hay fever/seasonal
  
Y/N

(specify)__________







 Other (specify)___________ ____ Y/N

Have you had an orthopedic total joint (hip, knee, elbow, finger) replacement?  Y / N
If Yes, please indicate date______________

Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment?  Y / N

If Yes, what antibiotic and dose?_________________________________________________________________________________
Name of physician or dentist?________________________________________________________Phone #_____________________

Have you ever had any of the following IVinfusion drugs? AREDIA, BONEFOS, RECLAST, or ZOMETA?    YES___    NO___

Have you ever taken any of the following oral biphosphonate medications for osteoporosis?   ACTONEL, BONIVA, DIDRONEL, FOSAMAX, FOSAMAX PLUS D, or SKELID?    YES___   NO___

If you answered “YES” to the above question, have you taken the medication for more than two years?   YES___   NO___
Please circle Y/N to indicate if you have or have not had any of the following diseases or problems:

Abnormal Bleeding



Y/N

G.E. Reflux/persistent heartburn


 Y/N

AIDS or HIV infection



Y/N

Glaucoma



     
 Y/N

Anemia





Y/N

Hemophilia



    
 Y/N

Arthritis





Y/N

Hepatitis, jaundice or liver disease

    
 Y/N

Rheumatoid arthritis



Y/N

High Cholesterol




 Y/N 

                                                                                                                   Kidney problems



    
 Y/N

Back Problems




Y/N

Mental health disorders, If Yes, specify ___________
 Y/N

Blood pressure High/Low specify:_______________ Y/N

Malnutrition




 Y/N

Cancer/Chemotherapy/Radiation Treatment

Y/N

Neurological disorders, If Yes, specify ___________
 Y/N

Cardiovascular disease.  If yes, specify below:
Y/N

Persistent cough




 Y/N

___Angina

         ___Damaged heart valves

Respiratory problems.  If yes, specify below:

 Y/N

___Arteriosclerosis
         ___Heart Attack


___Emphysema ___Asthma  ___Bronchitis, etc.

___Artificial heart valves
         ___Heart murmur


Severe headaches/migraines


 Y/N

___Congenital heart defects       ___Mitral valve prolapse

Severe or rapid weight loss


 Y/N

___ Coronary artery diseases     ___Rheumatic heart


Sinus trouble




 Y/N





disease/Rheumatic fever

Sores or ulcers in the mouth


 Y/N

Chemical Dependency



     Y/N

Stroke





 Y/N

Chronic Pain




     Y/N

Systemic lupus erythematosus


 Y/N

Circulatory problems



     Y/N

Tobacco habit




 Y/N

Disease, drug or radiation-induced immunosuppression   Y/N

Tuberculosis




 Y/N

Diabetes.  If Yes, specify below:


     Y/N

Thyroid problems




 Y/N

___Type I (insulin dependent)    ___Type II



Ulcers





 Y/N

Dry Mouth




     Y/N

Do you have any disease, condition, or problem

Eating disorder.  If Yes, specify:


     Y/N

not listed above that you think I should know about?
 Y/N

Epilepsy





     Y/N

Please explain:___________________________________

Fainting spells or seizures



     Y/N

_______________________________________________

WOMEN ONLY

Are you or could you be pregnant?  Y / N         Nursing?   Y / N
      Taking birth control pills or hormonal replacement ? Y / N

Note:  Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

I certify that I have read and understand the above.  I acknowledge that my question, if any, about inquiries set forth above have been answered to my satisfaction.  I will not hold my dentist, or any other member of his/her staff, responsible for any action they do not take because of errors or omissions that I may have made in the completion of this form.

SIGNATURE OF PATIENT OR LEGAL GUARDIAN






DATE

Reviewed by:

