
MEDICAL HEALTH HISTORY:
Do you have, or have you had, any of the following?

l leart ['roblems

Chest pain

Shortness of breath

Ellorxl ;rressure prolrlem ..

HF,lrl murmur

I le,rrl r.rlve prol rlcnr

T.rking heart medir,ation

Rlreunt,rlir ier,r'r

I irr errr,rler

\rlitir i.rl herrt r,rlr,r'

ll lr x rd Prolrlcnt.

Lrcr hrtri:ing
I re(iuenl no.ehle, d.
ALrnormal hlcefling

Bl( trxl (li\e,r\tr',tn"mia'

Fver require a bloorJ transiusion?

All"rgr l'robk-ms

Ha1 ier "r
Sinus |roblem:
Skin ra.hc'
Taking al lergy nredication

Aslhn t. r

lnlerlin.rl l)rolrlems

ll lce rs

Weight gain or loss

Special diet

Constipation/D iarrhea

Kidney or bladder problems

lJone or Joint Prr,[rl.m'
Arlhrilis
B.r, I or ne, k p.rin

loinl rlphcemcnl
te.g., total hip, pins, or implants)

Fainting Spells, Seizures, or Fpilcpsy

5l ruker !

Frequent or severe heacJaches

Thr roid prohl"ms

Persistent cough or swollen glanrls

Premedications required by physician

Cancer/Tumor

Are you allergic, or have you reacted adversely,

to any of the following?

Yes No
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[ )i,rlreler

LJrin.rte nrorc th.rn (r tinres a dav

Thirstrr or nroutlt is dr1, rnuch of the tinte
larnily historv of diabetes

Tu bcrcu los i s or other res[) i r.,]torv d i se.lsc

I)o \nu (lrink rl, olrr'11

lf so, hor,v much?

Do you snroke?

li so, hor'v mur h?

I

Flepatitis, jaundicc, or liver troublc

H*rlrr or olh'r \l L)

HIV Posilire AlDs

( il.rt rr r rma

Do you wear contact lenses?

I li\l')r\ (,t head injurl /

Epilepsv or other neurological disease?

Historl'oi alcohol or drug .rbusel

f)o 1,ou have an1, disease, condition, or problem not listed

previously that you ieel rve should knorv abouti
lf so, please describc

Yes No
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During the past 1 2 months, have you taken

any of the following? Yes No

Antibiotics or sulfa drugs

Anticoagulants (e.g., Coumadin)

High blood pressure medicine

Tranquilizers

Insulin, Orinase, or similar drug

Aspirin

Digitalis or drugs for heart trouble
Nitroglycerin

Cortisone (steroids)

Nalural remedies

Nonprescription drug/supplements

Other

Women Yes No

Yes No
Are you taking contraceptives or

other hormones?

Are you pregnant?
lf so, expected delivery date:

Are you nursing?

Have you reached menopause?

lf so, do you have any symptoms?
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lLocal anesthetics ("Novocaine")

Penicillin or other antibiotics
Sulfa drugs

Barbilurates, sedatives, or sleeping pills

Aspirin, Acetaminophen, or lbuprofen
Codeine, Demerol, or other narcotics

Reaction to metals

Latex or rubber dam

Other

IT
TT
TT
IT
]T:]r
]T
]I

:l
T

l
n

Notes:

PatienVParent Signature:

Dentist lnitial:

Notes:

Date:
\ R[1/;O1R] r/)q



Welcome to our office. We appreciate the confidence you place with us to provide dental services. To assist us in serving you, please

complete the following form. The information provided on this form is important to your dental health. lf there have been any changes
in your health, please tell us. lf you have any questions, don't hesitate to ask.

Patient nanre: Date oi birth Sex Age:

Home address Citv:

Billing address (if different):

Home phone:

qq.

E-mail

Emp loyer/Oc c u pation

State

State

Driver's license f :

Bus. Phone:

Emergency phone $ (other than spouse):

City:

7ip:

zip:

Cel I State:

Spouse's name & phone #:

Primarv dental insurance: Croup $

Croup rSecondary dental insurance:

Subscriber s name: qq f .

Name of vour medical dot.ror:

Date of birth:

Date of last visit to medical cloctor:

Date oi Iast visit to dentistName of previous dentist

Referred to us by:

Are vou aprprehensive about dental treatment?

Flave you had problems w,ith previous derntal treatrnent?

D,' ruu qaB, easilv/

Do rr ru lr eaT rlenluresi

Does food catch betlveen your teeth?

Do you have difficultv in cher,ving your food?

Do you chew on only one side of your mouth?

Do you avoid brushing .tnv part of vour mouth

be, ause ut Juinl
Do vour gum. hleed easili l

Do vour gums bleed w,hen vou floss?

Do vour gums tecl swollen or tendc.ri..._..---..*.. .-,

H:rve you ever noticed slow he;rling sores in or

lboul lour ntoulh?

HISTORY

it bothcrs Vou

Do vou clench or grind vour jaivs frequently?

I
T

Do vour jar,vs cver ieel tircd? ,.-,. ..*- I
Does vour jalv get stuck so that vou can't opetn freel\,? i]
Does it hurt when vou cherv or open wide to taket a bite? :l
Do you h.rve earaches or pain in front of the ears? i '1

Do you have anv jaw symptoms or hearJaches

DENTAL HEALTH

Yes No
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l low oiten do 1,ou brush?

How otten do ,vou iloss?

Does yc.rur jalv make noise so that

or olhers?

Are 1 our leellr sensil ir e/

Do 1,ou feel trvinses oi;rain when your teeth come in

cont:rct with:

I lr rl touds or liquirls/
(,cild toods or licluids?

Sours?

5r,r,r'lr?

Do vou takc fluoride supplcnrr-'nts? .- ....

Are you dissatisfied rvith the rrppe.lrancie of vour ter'th?

Do you preier k) s.lve vour teeth? .....,......,.

Do vou want complete rJenLrl carc?

upon alvaking in the morninc?

Does law pain or discomfort aflect your appetite,

slccp, dailv routine, or other .rctivitiesa

Do you iind jarv pain or discomfort extrernelv

trustrati ng or cJepressi ng?

Do 1'ou take medic.rtions or pills for pain or discomiort
(pain relievers, muscle relaxants, antidepressants)? [ ]

Do you have a temporoman<libular (jaw) disorder

{TMD)' ,,,I
Do you have pain in the face, cheeks, jaws, joints,

thro.rt, or templesl n
Are vou unable to opcn your mouth ;ls far as vou want? _.......- I
Are vou ar,r,are oi an uncomfort.rble bite? I
Flave you had a blolv to the jar,v (trauma)?.- I
Are 1'ou a habitual gum chewer or pipre snroker? ]
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