HEALTH HISTORY

Correct answers to the following questions will allow your dentist to treat you on a more individual basis, providing the care
appropriate for your particular needs.

Name Birth date Age
Why are you now seeking dental treaiment?
Please answer each question. Check yes or no. If in doubt, leave blank. YES NO
1. Are YOU 1N OO NBAMN NOW? ..ottt ettt s et eates et et ee e e e etk b e eeeeeea e ee £ e eeeeh e eb et e s eaeae s e et m e e b e hee et ant et s ats et ansenseneem e e o O
2. Are you NOw Under the Care OF @ PRYSICIANT . c.u ettt ettt et ea s bt st et e et a st e nane st e sneesnre s o
If so, what is the condition being treated?
3. Have you ever been hospitalized or had a serious ilNESS7 ... e O O
If yes, explain
4. Have you ever had excessive bleeding following an extraction, or do cuts take longer to heal now than previously? .................. O 0O
5. (Women) Are you pregnant? If so, give due date 0O
6. Do you use tobacco in any form? If yes, how much O O
7. Do you use alcoholic beverages (more than 2 drinks Per day)7 .. e O o
8. Do you have or have you ever had any of the following?
GENERAL YES NO HEART/BLOOD VESSELS YES NO
Tire easily, WeEKNESS .. ..cci it ] Rheumatic fever......oooo ]
Marked weight change... ] Heart murmur.......c..cc... (]
Night sweats ........ ] Chest pain/discomfort .... O
PErSISTEN FEVEI .....o.ivivicriii e enecsieens ] Heart attack/trouble........ O
SKIN SHOrtNess of DIBAMN ......ococov oot O
Eruptions (rash) NIVES .......co.eceeiveieieieiiree v rnsese e 0o 0O SWelliNg Of ANKIES .. .vivieveriiriee et cer e O
Change in SKif COIOT .........c.civiiieiciceeeeee e 0O O High BIo0d BreSSUIE........ieeeieceeeeriesceeee e i
EYES Congenital heart diSEASE ....c.cvovvvivriieriiirseem et 0o o
VISURI CHANGE ....vvcvveveeeeceeeee et 0o O Mitral Valve Proflapse ......cocov.iveceeeeseseeeeeeeeeeeeee e 0o O
GIAUCOME. .....evveeeeieveee ettt ee st ss et O O Artificial NBAM VAIVE.........co.ovevvvoveceve e 0o O
EARS PACEMAKET ........veovoeoe e es e O 0O
LOSS OF RBAING «.vvevvvveveececeeeeee ettt ee e 0O O HEAM SUIGEIY ..o ettt O 0O
RINGING IN BAIS ....eeiecvieeeiecice e b e I OHNBE oottt s 0o g
NOSE BONE/MUSCLES
Frequent NOSEDIBEAS .......c..c.cvivevieeeeeeice e O o Arthritis/TREUMATISI ......ovovreieieees st 0o o
Sinus problems £l Artificial JOINIS/HMDS......co.oioei e 0o O
THROAT DIGESTIVE SYSTEM
SOrENESS/NOAISENESS .....cvovevevirieess sttt ceeae e eserese s I HEPALHIS .....ovveeieeecee ettt 0o 0O
NERVOUS SYSTEM JAUNGICE vttt 0o O
SHTOKE ...ttt 0o o UIGBIS ..ottt 0o O
HEAAACKES ... ooooioeceee et o o Change in @pPEtite........c...cov.vvieeeieeres e I
CONVUISIONS/EPHEPSY ...cvcvvcveeevcieeieteeei e 0o o Black, bloody or pale StO0IS ........cooeveieeiceiee e 0o O
NUMBNESSANGING .ovevceevreieeereeeeee et 0o O URINARY
DiIZZINESS/TAINTNG ... e vveeieee ettt 0O KIANEY QISEASE......vvvvoeeisieeeeeieeeee ettt es e 0o O
PSyChIatric treatment ...........ooveveveeesieeeeeeecvee e o O Increase in frequency
RESPIRATORY Of UANALION (MIGHL) ooviviveieeieer e 0 O
Tuberculosis............ J Burning on urination 1
Emphysema............ O Urethral discharge.......... O
Asthmarhay fever.... O BIOOY U@ .ottt s [
Persistent Cough ... 0 Venereal disease ... D
Sputum production (PRIEGMY .....coveveeveeenieeeeeeieee e 0o o BLOOD
Cough up blIoodY SPUIIM .....c.cvvervicecieeeeeeeeeeeee et O O BIUISE ASIY.......oiveveceeceiiiteetet et 0 o
Difficulty breathing while lying down ..........cccocoo o 0 o AN@IMIG ..ottt o o
ENDOCRINE BIOOd TranSIUSION «.......ovvvviveieieieceerecer ettt o
DHADBIES ... cvcve ettt 0o O OTHER
Family history of diabetes ..........ccccevievieiiieieeie e O o Radiation tEIADPY ........couiviereeer oot
Thyroid condition/goIer....c...oooii i O O Chemotherapy .......ccccoeeen.
OHBE 1ottt . Tumors or growths

Cancer

oot



9. Are you ALLERGIC or have you ever experienced any reaction to the following?

YES NO YES NO
L.ocal anesthetics (e.g. NOVOCAINE) ....c..ccveveevvieiveerecee e, O O Aspirin or COdeiNe ....ccoviriiiir e O O
Barbiturates/sedatives/sleeping pills .........cccooooveiiereieennnn 0 O SUA ArUGS ..o ccovvece e o O
Penicillin/other antibiotics ......c.ccocvevvrnierni e o o Other allergies
10. Are you taking any of the following?

YES NO YES NO
Antibiotics/sulfa ArugS.....vo e O d TranQUIIZEIS ..ooveeeee e O O
Blood thinners. ... O O Insulin/other diabetes drugs.......ccoooeerivecnvienancns O O
Blood pressure medication ...........o.ccveeeeereieeeeeeieeeee e O O Recreational drugs .......coccoeevreeienieniiesieenene o O
Thyroid MediCiNg ..cccooevvevveve et O d Digitalis/other heart medications..........cc.ccooccenne. o O
Cortisone/steroids.......ocoovirc i o O NIFOGIVCETIN .ottt OO
Antihistamines/allergy drugs/ ’ ASPIIN 1ot o O
cold remedies ... o O Other medication
If yes to any of the above, list name of medication and dosage below:
1.
2.
3.
4.

11. Is there any disease, condition or problem not listed above that you think we should know about, or is there any activity
your doctor says you cannot do? If so, explain

12. Physician’s Name Phone

13. Have you ever had any serious trouble associated with previous dental treatment?

14. Does dental treatment make you nervous? No Slightly Moderately Extremely

15. Date of last dental visit

16. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)?

If so, when?

17. Do you have or have you ever had any of the following?

MOUTH TEETH

YES NO YES NO
Bleeding, S0r€ gUMS....cccoeiiieieiee e o o L00SE 18BN .vviviviercriiccr e O o
Unpleasant taste/bad breath........c.oeeeeeierieeeeeeeeceeceeer e o O Sensitive 10 N0t ... 0o O
BUMING tONGUEMDS ..evreereirieercecesess st es s esses e O SenSitive 10 COI....ovuirrirrieeree ittt O O
Frequent blisters, ps/MOUMN ....c.ccoecicreeecee s O O Sensitive 10 SWEBLS....c.cvececcirevesers e O O
Swelling/lumps in mouth O Sensitive to biting O
Ortho treatments (braces) Ol FOOd IMPACHON ... ]
Biting cheeks/lipS ....ovcveecevvcrrvvriiecei J Clenching/grnding ....c.oeececceeeeceernc e O O
Clicking/POPPING JAW ....c.cerreiereeeeceirei et e O Shifting of t8Eth .....ceeve s o O
Difficulty opening of closing jaw ........ocooovvoveoeeveeeeeeeereen. O Change iN DItE.......ouueeereervrirniererrieresesesenesesscasseesensaes o O
ORAL HYGIENE
Do you use the following? YES NO
Brush How often do you brush
Dental fioss Brush is: Soft [ Medium [ Hard [
Fluoride rinse

Other

To the best of my knowledge, all of the preceding answers are true and correct.
If | ever have any change in my health or change in my medication, | will inform the dentist at the next appointment.

Signature of Patient
Parent, or Guardian Date




