PATIENT NAME DATE

Primary reason for this dental appointment; [ ] Examination [ | Emergency [] Consultation

Dental History Pigase Circle

Do you have a specific dantal problem? Describe : Yes No
Do you have dental examinations on a routine basis? Last visit = Yes No
Do you think you have active decay or gum thiseasa? — Yes Mo
Do you brush and lloss on a routine basis? Discuss — Yas No
Do your gums ever bleed? Discuss P - Yes No
Do you like your smile? Why? B Yes No
Does lood catch between your teeth? Any loose teath? N Yes No
Do you wanl to keep your remaining teath? Yes No
Do you ever have clicking, popping or discomfort in the jaw jmnt? Do you brux or grind? __ Yes No
Have your past experiences in a denial office always been positive? _ = Yes MNo
Do you smoke or chew? Any sores or growths in your mouth? Discuss Yes No

Name of previous dentist (optional).
Date of last lull mouth x-rays (16 small films or pan::-ramlc]n

Medical History

Are you under a physician’s care now? Why? Whao? _____ Phene Yes No
Have you ever been hospilahzed or had a major operation? Liscuss Yes MNo
Have you aver had a serious injury to your head or neck? Discuss o Mes Mg
Are you laking any medications, pills or drugs? Whalt? Ever taken fen-phen?” Yes No
Are you on a special diet? Discuss ) Yos  No
Are you allergic 1o any medications or substances? Fleaae check box below _ N Yes No
Ll Aspirin L] Penicillin [ 1codeine [ Acryhc [Imetal [l Latex Rubber [ Other

Women (Please check): L] Pragnant/irying 1o get pregnant [] Mursing L] Taking oral contraceptives Discuss ___ Yas NNo

Do you now have or have you ever had any of the following? Please check appropniate boxes,
“If yes to any of the starred conditions, please call prior to your appointment_.. premedication may be required.

YEs Mo Yos Mo Yo No Yes Mo Yes Mo
Hear TroubleDizease [0 [ BeuiseEasily [ [ Emphysema £ [ Yellow laundce O O ColdSores 00
Heart Murrrur * 0O [ Anemia [J [ Tuberculosis 0 O Kidndy Problams 1 [ FeverBlistars 0O O
Irregular Heart Beat [0 [0 ExcessiveBlesding 0 [ Cancer [ Renal Diafysis O [ Herpes 0O O
Angina/Chest Pain 0O O StckleCell Disaase [0 [0 ¥RayTreaiments(Radaton) [ [ Thyreid Disease O [ Stroke 0O O
Heari AHack/Fadure [0 [J Hemophiia{BeedngProblem) ] [ Chemotherapy O [ Parathyroid Dicease 0 [0 Convulsions O g
Congenital Heart Disorder [ [ Leukemia [0 [0 Stomachiintestinal Dissase [ [ Arthalis/Gout [0 [0 Epilepsy or Seizures O 0
Miral Valve Prolapse * [ [] RecentBiood Transfusion [ [ Uicers O [ Rheumatism O [ FaimingorDizzingss mn
Ecarlet Fever 0O O Swelingof Limbs [0 [0 RecentWaight Loss ] ] PamninJaw Joinis O O Glaucoma O 0
Rheumatis Faver © ] [0 LungDisease O O Frequen Diarrhea 0O O Cortisone Madicing O 0O Tumarsor Growihs o g
Anificial Hear Valve * O [ Breathing Prablam [0 [ Diabetes O O Arnidicial Joint* 1 [O Nemnousnoss O 0O
Heart Pace Maker * [0 [O Shoriness ol Breath [0 [O Excessive Thirst 0 [O Venereal Disgase [0 O Psychiatric Care 0 0O
Hear Surgery 1 [0 Frequent Cough [0 O Hypoglycemia O O A0s [l [0 Alzheimer's Diseasa m .
High Blood Pressure ] [O Hay Fever 1 [O LiverDiseasa O 0O HWV Positive O O Allergies (Medicines) 0O 0
Low Blood Pressure 1 [J SinusTrouble [0 O Hepatiis A (Infectious) O O Genital Herpes 01 [ Allergies (Poflen/Dust) [0 O
Blood Disease [ [ Asthma 0 O HepatitisBorC 0O 0O Drug Addiction‘Alconolsm [ [ Hives or Rash O o
Unexplained Fever 1 [Q Bloody Sputum 1 [ Night Sweats 0 [ Tatioes 0 [J Meed Fremedication? 0O o0
Have you ever had any other serous iliness not checked above? Discuss . Yoz No
Do you wish to talk 1o the dentist privately about any problem? Yez Mo
To Mg hes! of iy kowledne & P ﬂwf:@.ﬁ: answers arg covrect, V1 have any changes in My haglh siards oF f my memcines change. [ ERall MY the g st and sial’ @f e noxl apoemimen| wadhou? il
X Date 3

PATIENT SHIMATURE |PARENT OF GUARDIAN)

Reviewed By Doclor Date BP

History Review and Significan! Findings

Medical Updates

| have read my MEDICAL HISTORY dated

and confirm that it adequately states past and present conditions.,

DAaTE EXCEPTIONS PATIEMT 5 SIGMNATLURE BF REVIEWED BY

R b None [ - Dr.

R b None 0O T Dr. .

. S . __ Mone 0O . Dr. -l

_ Mone O Dr. S——i

L N D = Mone O Dr.
. None [ Dr.
——- _ None 0O Dr.
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