
PATIENT NAME
HOME ADDRESS

E-MAIL ADDRESS
BUSINESS ADDRESS

TODAY'S DATE
DATE OF BIRTH
HOME PHONE

CEIL PHONE
BUSINESS PHONE

ss #/srN

PATIENT MEDICAL HISTORY

PHYSICIAN
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a

3 .

DATE OF LAST EXAM

8. Are you ollergic to or hove you hod ony reoctions to the following?Are you under medicol treotment now?

Hove you ever been hospitolized for ony
surgicol operotion or serious illness?

Are you toking ony medicotion(s)
including non-prescription medicine?

lf yes, whot medicotion(s) ore you toking?

Hove you ever token Fen-Phen/Redux? tl

Do you use lobocco? !

Do you use olcohol. cocoine or other drugs? tr

Are you weoring contoct lenses? n

ALLERGIC TO LATEX? YES OR NO

OFFICE PHONE

YES NO
!U

!

tr

!

!

YES NO
D ! Locot onesthetics

(eg. novocoine)

[ ! Penicillin or other
ontibiotics

! ! Sulfo Drugs

YES NO YES NO
E D Borbiturotes E D Aspirin

D ! sedotives tl

! ! lodine

E other

YES NOA

5.

6.

7 .

Eu
D
tr
tr
C utr

! t r
U!

9. Do you hove o persistent cough or throot cleoring
not ossocioted with o known illness (losting more
thon 3 weeks)?

IO. WOMEN ONLY:
o) Are you pregnont or think you moy be pregnont?
b) Are you nursing?
c) Are you toking birth control pills?

I 1. Do you hove or hove you hod ony of the fol lowing? COMMENTS

Signoture ot Dentist

YES NO

C ! Hign Blood Pressure
D C Heort Attock
U I Rheumotic Fever

[ [ Swotten Ankles

[ ! Fointing/Seizures
E I Astnmo

YES NO

! E Heort Diseose
E f] CorOioc Pocemoker
E D Heort Murmur
D D Angino

YES NO
t r !
t ro
! t r
o t r
t r !
Dt r
! !
!o
t r t r
t r t r
Dtr
utr

Chest Poins

Eosily Winded

Stroke

Hoy Fever / Allergies

Tuberculosis

Rodioiion Theropy

Gloucomo

Recent Weight Loss

Liver Diseose

Heort Trouble

Respirotory Problems

Other

! [ row Blood Pressure tr !
[ ! epilepsy/Convulsions ! [

Frequently Tired

Anemio

Emphysemo

Concer

Arthritis

Joint Replocement or lmplont

Hepotitis / Joundice

Sexuolly Tronsmitted Diseose

Stomoch Troubles / Ulcers

!D
t r !
! !
! !
!u

Leukemio

Diobetes

Kidney Diseoses

AIDS or HIV Infection

Ihyroid Problem

UD
! !

!E
! !
Dtr
! t r
t r t r

PATIENT DENTAL HISTORY
YES NO

1. Do your gums bleed while brushing or flossing? D !
2. Are your ieeth sensitive to hot or cold liquids/foods? ! !
3. Are your teeth sensitive to sweet or sour liquids/foods? ! U
4. Do you feel poin to ony of your teeth? tr 0
5. Do you hove ony sores or lumps in or neor your mouth? U !
6. Hove you hod ony heod, neck or jow injuries? tr D
7. Hove you ever experienced ony of ihe following

problems in your jow?

o) Clicking?
b) Poin (oint. eor, side of foce)?
c) Difficulty in opening or closing?
d) Difficulty in chewing?

B. Do you hove frequent heodoches?

9. Do you clench or grind your teeth?

I0. Do you bite your lips or cheeks frequently?

I l. Hove you ever hod ony difficult extroctions
in ihe post?

12. Hove you hod ony orthodontic work?
,l3. 

Hove you ever hod prolonged bleeding
following extroctions?

14. Hove you ever hod instruction on the
correct method of brushing your teeth?

15. Hove you ever hod instructions on the
core of your gums?

t ru
tr tr
u!
t r t r

YES NO
t r !
! t r
! t r

Dt r
t r t r

t r t r

! !

t r t r
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