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Diplomate, American Board of Periodontology

Patient’s Name

HEALTH/MEDICAL HISTORY

DIRECTIONS: Please circle either YES or NO on each question. Please use pen. If you have any questions, please do not hesitate to
ask a team member.

8. Are you allergic or have you reacted adversely to:
Local anesthetics YES
Penicillin or other antibiotics YES
Sulfa drugs YES
Barbiturates, sedatives, sleeping pills YES
Aspirin YES
Iodine YES
Codeine or other narcotics YES
Latex YES

Any other drugs or medications allergic to:

NO
NO
NO
NO
NO
NO
NO
NO

9. Did you ever take PHEN/PHEN diet drugs?  YES

10. Do you have or have you had any of the following

1. Are you in good health?................c...ccc... YES NO

a. Has there been any change in your
general health within the past year? YES NO

2. My last physical was on

3. Are you under the care of a physician? YES NO
if so, what is the condition being treated

4. The name, address & phone number of my physician
is:

5. Have you had any serious illness,
operation, or been hospitalization? YES NO

6. If so, what was the illness or operation?

7. Are you now taking, or have your ever taken, any of
the following:
Antibiotics or sulfa drugs YES NO
Anticoagulant (blood thinners) YES NO
High Blood Pressure medicine YES NO
Cortisone (steroids) YES NO
Tranquilizers YES NO
Aspirin YES NO
Insulin, or similar drug YES NO
Digitalis or drugs for heart trouble YES NO
Nitroglycerin YES NO
Antihistamine YES NO
Thyroid or other hormone drugs YES NO
Fosamax/bisphosphonates or any YES NO

drugs for osteoporosis, osteopenia,
bone cancer

Please list ALL medication you are currently taking:

~please continue on back side~

problems?
Rheumatic fever or rheumatic heart YES
disease
Congenital heart lesions YES
Cardiovascular disease (heart YES
trouble, heart attack, coronary
insufficiency, coronary occlusion,
arteriosclerosis, stroke)
High blood pressure YES
Heart murmurs YES
Mitral Valve Prolapse YES
Allergy/hay fever YES
Asthma YES
Hives or skin rash YES
Fainting spells or seizures YES
Diabetes YES
Hepeatitis, jaundice or liver disease YES
Arthritis YES
Inflammatory rheumatism(painful, YES
swollen joints)
Stomach ulcers YES
Kidney trouble YES

NO

NO

NO
NO

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

NO
NO



Tuberculosis YES NO
Do you have a persistent cough or YES NO
cough up blood?
Low blood pressure YES NO
Venereal disease YES NO
Artificial joints/implants YES NO
List any other disease
11. Do you have any problem, disease, condition
not listed that you think I should know about? YES NO
12. Are you employed in any situation that exposes
you regularly to x-rays or other radiation? YES NO
13. Have you had abnormal bleeding associated
with previous extractions, surgery or trauma? YES NO
14. Do you bruise easily? YES NO
15. Have you ever required a blood transfusion? YES NO
If so, please explain the circumstances:
16. Do you have any blood disorder
such as anemia? YES NO
17. Have you had surgery or x-ray treatment
for a tumor, growth or other condition? YES NO
18. Have you had any serious trouble associated
with any previous dental treatment? YES NO
If so, please explain:
For Women
19. Are you pregnant? YES NO
20. Do you have any problems associated
with your menstrual period? YES NO
21. Have you reached menopause? YES NO
OTHER IMPORTANT INFORMATION
Do you wish to save your teeth? YES NO
Do you see a general dentist regularly? YES NO
Date of last dental visit
Dentist’s name

Have you had previous periodontal treatment? YES NO
If yes, please describe
Any special dental problems?
Have you had or do you have: Have had  Have now
Bleeding of your gums? O O
Swelling of your gums? O O
Grinding or clenching of teeth? O O
Trouble in your “jaw joint”? O O
Any pain in region of the ears? O O
Any dental pain? O O
Bad Breath? O O
Bad taste? O O
Trench mouth? O O
Your teeth straightened? O O
Is there a sensitivity in your mouth to:
O Heat [OCold 0O Sweets [OBiting O Chewing
Do you smoke? YES NO
If so, what do you smoke?
How much do you smoke?
DIET:
Are you under a great deal of stress? YES NO
Are you on a restricted diet? YES NO
Do you eat an adequate breakfast? YES NO
Do you eat raw fruit and vegetables daily? YES NO
High protein food daily(meat,cheese,eggs,etc)? YES NO
Do you drink alcohol? YES NO
How often
PERIODONTAL AIDS
What type of toothbrush do you use?
[ hand (brand)
[ electric (brand)
How do you brush?
O Up & Down [ Sideways O Circular
How often do you brush?
Do you use a gum massager(rubber tip)? YES NO
Do you use mouthwash regularly? YES NO
Do you use a water spray device? YES NO
Do you floss daily? YES NO
Do you use toothpicks/other implements? YES NO
Have you had oral hygiene instruction? YES NO

Thank you for your cooperation. This data will help us give
you the best possible care. If you have any questions, please ask a team member.

Date

Signature

Doctor Signature

Hygienist Signature



