PATIENT DENTAL HISTORY

Previous Dentist: _____________________________________
Date of last dental visit: _________________________________

What was done at your last visit? _____________________________________________________________________________________

Did you have any x-rays taken? Yes   No         
 Did you have a cleaning?  YES   NO

Are you having any problems/concerns at this time? Yes   No   If yes, please specify: ___________________________________________

If there was one thing you could change about your teeth, what would it be?

________________________________________________________________________________________________________________
Please indicate if you have had any of the following:

__ Bad breath


            __ Food collection between teeth     
 __ Orthodontic treatment

__ Bleeding gums                                   __ Grinding or clenching teeth       
 __ Periodontal treatment

__ Cigarette, cigar or pipe smoking       __ Headaches (AM/PM)

    
 __ Root canal treatment

__ Clicking or popping jaw                    __ Jaw pain or tiredness
      

 __ Sore muscle in your jaw or side of head

__ Earaches or ear ringing
            __ Loose teeth or broken fillings    
 __ Unpleasant taste in your mouth  


PATIENT MEDICAL HISTORY

Physician: __________________________________  
Office Phone: _________________

1. Are you under medical treatment now?     

YES   NO
5. Are you allergic to any of the following medications? 

2. Have you ever been hospitalized for any 


             
__ ASPIRIN

__ LOCAL ANESTHETICS

    surgical operation or serious illness?       

YES   NO          __ CODEINE

__ PENICILLIN

3. Are you taking any medications at this time?

YES   NO          __ IODINE

__ SULFA

    If yes, what medications are you taking?



__ LATEX

__ OTHER_______________

    ____________________________________________________

    ____________________________________________________
6.Women only:

4. Has your physician ever indicated that you should have

A. Are you pregnant?  YES    NO   Due Date: _______ 

    antibiotic prophylaxis before dental treatment?            YES   NO
B. Are you nursing?     YES   NO

C. Are you taking birth control pills?    YES   NO  

7. Please indicate if you have been diagnosed with any of the following: 

__ AID/HIV/Venereal diseases

__ Epilepsy



__ Respiratory disease


__ Anemia 



__ Fainting or Dizziness


__ Rheumatic fever

__ Arthritis, Rheumatism

__ Fever of unknown origin

__ Shortness of breath

__ Artificial joints 


__ Heart condition or Surgeries

__ Sinus condition

__ Asthma



__ Heart murmur


__ Stroke

__ Bleeding abnormally,

__ Hepatitis Type________

__ Swollen neck glands

           with extractions or surgery
__ Herpes



__ Thyroid problems

__ Cancer



__ High/Low blood pressure

__ Tuberculosis

__ Chemical dependency

__ Kidney condition


__ Tumor or growth on head or neck

__ Circulatory (blood) problems

__ Liver condition


__ Typhoid fever

__ Cortisone treatments


__ Mitral valve prolaps


__ Ulcers

__ Cough, persistent or bloody

__ Pacemaker



__ Unexplained weight loss

__ Diabetes Type___________

__ Psychiatric care


 

__ Emphysema



__ Radiation treatment


Last medical physical: _____________

PHOTOGRAPHIC RELEASE

Your initials indicate your consent for Barbara L. McClatchie, D.D.S. to use, reproduce and publish photographic/computer illustrations of your teeth/mouth for illustrative and educational purposes.  It is not mandatory and is done so freely and voluntarily.  

Patient Initial: _______

AUTHORIZATION

I hereby authorize the doctor(s) and/or staff of this dental office to administer such medications and to perform such diagnostic and therapeutic procedures as may be necessary for proper dental care as agreed upon through consultation with me.  The information which appears on these dental and medical histories is correct and to the best of my knowledge.  

Patient signature: ___________________________________________     Date: __________
Doctor signature: ___________________________________________     Date: __________

