GENERAL HEALTH INFORMATION

258E. 9th St.







14139 Pipeline Ave

Upland, CA 91786






Chino, CA 91710

(909) 920-5222







(909) 902-1708


PATIENT NAME: __________________________
Date:______________


DENTAL HISTORY:

1. Why are you here today?
Check up___
Cleaning___
Toothache___
  

Chief Complaint
_______________________________________

2.  When did you last visit a dentist? _____________

3.  Was the treatment completed? Yes___ No ___

4.  When was your last cleaning? _____________
 5.  When were dental x-rays taken? ______ 

6.   Have you ever had prolonged bleeding after an extraction? Yes ___ No ___ please specify_________________

7.  Have you had any problems with past dental treatment? Yes ___ No ___ please specify____________________

8.  Have you ever been diagnosed or treated TMJ (Temporomandibular joint Dysfunction)? Yes___ No ___

9.  Do your gums bleed easily? Yes ___ No ___

10. Do you feel you have bad breath? Yes ___ No ___

11. Are your teeth sensitive to hot or cold? Yes ___ No ___

12. Are there other conditions of which we should be aware? Yes ___ No ___


13. Are you satisfied with the general appearance of your front teeth? Yes ___ No ___


14. Are you interested in a smile makeover? Yes ___ No ___


MEDICAL HISTORY:
1. May we have your physician’s name ________________________, and phone # _________________________

2. Are you allergic to penicillin, codeine, local anesthetics, latex or any other medicine? ______________________

3. Are you taking any medication at this time, including birth control? Yes___ No ___ 

  
    If yes, Please specify: ________________________________________________________________________

4. (Woman) Are you pregnant at this time? Yes ___ No ____ how many months: ______

5. Are there any other health problems of which we should be advised? ___________________________________

6. Do you have frequent headaches/migraine? Yes ___ No ___

7. Do you have, or have you had, any of the following?

Please check “Yes” or “No”

ARTIFICIAL HEART VALVE
Yes _____ No _____


HEART PROBLEMS

Yes _____ No _____

AIDS/HIV+

Yes _____ No _____


HEPATITIS

Yes _____ No _____


ANEMIA


Yes _____ No _____


HIGH BL PRESSURE
Yes _____ No _____

ANGINA


Yes _____ No _____


JAUNDICE

Yes _____ No _____

ARTHRITIS

Yes _____ No _____


JOINT PROSTHESIS

Yes _____ No _____



ASTHMA


Yes _____ No _____


KIDNEY DISEASE

Yes _____ No _____

BLEEDING PROBLEMS
Yes _____ No _____


LIVER PROBLEMS

Yes _____ No _____


CANCER


Yes _____ No _____


LOW BL PRESSURE 
Yes _____ No _____



CHEMO/RAD THERAPY
Yes _____ No _____


LUNG DISEASE

Yes _____ No _____

COSMETIC SURGERY
Yes _____ No _____


PACEMAKER

Yes _____ No _____

DIABETES

Yes _____ No _____


PSYCHIATRIC CARE
Yes _____ No _____

DIZZY SPELLS

Yes _____ No _____


RHEUMATIC FEVER
Yes _____ No _____

DRUG ADDICTION

Yes _____ No _____


SINUS TROUBLE

Yes _____ No _____

EMPHYSEMA

Yes _____ No _____


SMOKING TOBACCO
Yes _____ No _____

EPILEPSY

Yes _____ No _____


STROKE


Yes _____ No _____

FAINTING

Yes _____ No _____


THYROID PROBLEMS
Yes _____ No _____

GLUCOMA

Yes _____ No _____


TMJ


Yes _____ No _____

HEART ATTACK

Yes _____ No _____


TUBERCULOSIS

Yes _____ No _____

HEART SURGERY

Yes _____ No _____


VENERAL DISEASE
Yes _____ No _____

HEART MURMUR

Yes _____ No _____


PHEN-FEN/REDUX

Yes______No______

To the best of my knowledge, I have answered every question completely and accurately.  I will inform my dentist of any change in my health and/or medication.  I further certify that I consent to the performing of x-rays and oral examination.

Patient’s signature: _________________________________________________________________________________ Date ______________



(Or parent if patient is a minor)

Doctor signature: ______________________________________ ASA______ Comment:____________________________________________

_____________________________________________________________________________________________







