PATIENT NAME DATE

Primary reason for this dental appointment: [ | Examination O Emergency [] Cansuitation
Dental History Flease Circle

Do you have a specific dental problem? Describe Yes No
Do you have dental examinations on a routine basis? Last visil Yes No
Do you think you have active decay or gum disease? Yes No
Do you brush and floss on a routine basis? Discuss Yes No
Do your gums ever bleed? Discuss Yes Mo
Do you like your smile? Why? Yes Mo
Does food catch between your teeth? Any loose teeth? Yes Mo
Do you want 10 keep your remaining teeth? Yes No
Do you ever have clicking, popping or discomiart in the jaw joint? Do you brux or grind? Yes No
Have your past experiences in a denfal office always been positive? Yes Mo
Do you smoke or chew? Any sores or growths in your mouth? Discuss Yes No

Name of previous dentist (optional):
Date of last full mouth x-rays (16 small films or panoramic):

Medical History

Are you under a physician's care now? Why? Who? FPhone Yes MNo
Have you ever been hospitalized or had a major operation? Discuss Yes No
Have you ever had a serious injury to your head or neck? Discuss Yes Mo
Are you taking any medications, aspirin, vitamins, herbals, pills or drugs? What? Yes Mo
Are you on a special diet? Discuss Yes MNo
Are you allergic to any medications or substances? Please check box below Yes No
(] Aspirin [ Peniciin [ Codeine  [] Acrylic [ Metat [ Latex Rubber [ mitk [ Other

Woman (Please check): [l Fregnant/trying to gel pregnan Ll Mursing (] Taking oral comraceptives Discuss Yes Mo

Do you now have or have you ever had any of the following? Do you take any of these medicines? Please check appropriate boxes.
"I yes 1o any of the starred conditions, please call prior to your appointment... premedication or changes in medication may be required.

Yas Mo Yes Mo Yas Mo Yes Mo Yk Mo
Heart Disease/Surgery® [ []|Excessive Bleeding O [ [Shematherapy 0O [yNight Sweats O [|cold Sores O g
Heart Murmur or Defect * [ [ |Sickle Cell Disease O 0O |Ostecparosis O Yallow Jaundice oo Faver Blisters OO
Ireguiar Heart Beat O [ |Hemophilia O 0[O |Bisphesphonates 0O [O|idney Problems 0O O |Herpes O 0
Angina/Chest F_aln [ | Mamempglualnamia [ [ |Osteonecrosis of Jaw 0O n Hana1_ Dia_l:,rsrs. O ] |Stroke [ nlin]
o St ) S 1 v sgn] [ recet 1. Q| woibmsse | fconsne | D) D
. acent Blood Transfusion O [Zometa 1V, arathyroid Dizease pllepsy or Seizures g 0
:“ll'all Vill:'lv'a Prolapse 0O 0 Swa!ling_ of Limbs O O |Fosamax, Actonsd, Boniva E E Arthritis/Gout g E Fainting or Dizziness oo
Hﬁan: tiﬁ;uar‘ O [O|Lung Disease O O |stomachintestingl Dissase O [J|Rreumatism 0O 0 |Saucoma oo
Mm;i‘: ki S & | gﬁ:nmg Pl'robalramth O Olutears 0 07| Pain in Jaw Joints O 0g|Tumors or Growths 0o
Heart Pace Maker® H E E 33156:: h“ O O |recent waight Loss O [0OfCerisone Madicine O [ |Mervousness O O
o et g quu':n aug oo Fraquent Diarrhea O OfAdificial Joint * O [0 |Psyechiatric Care oo
High Bh,;’rd Pressure E 0 Sianrss ?’::thl'ﬂ‘ g o Diabetes OO Sexually Transmitled Disease 0 [ M:hal_mar's Disease On
Low Blood Pressure O O|asthma E E Excaessive Thirst 0O 0 mﬂﬁp N 00 :J!I:rﬂ_ma ::;Ibaflcn:a;i m oo
Bacterial Endocarditis® I Hypoglycemia o0 : oaitive 00 rgias (Pollen u oo
Unexplained Fever E B E:ﬁy;rf&mum E E Liver Disease O [OfGenital Herpes O [g|Hmesor Rash . oo
Bruise EasilyBlood Disease [ [J|Tuberculosis 0O o Hepatilis A (Infectious) o0 Drug Addictien/leahelism [ [ | Need Premedication? o0
Anemia O Olcancer 0O |Hepatitis B or C O 0O Tettoos/Body Fiercing [0 [O|Everiakenfen-phen? [ O
Coronary Stent” O [C1VX-Ray Trestments (Radiation] [ 7 | Protease Inhibitor o g Cochlear implants? oo
Have you ever had any other serious illness not checked above? Discuss Yes No
Do you wish 1o talk to the dentist privately about any problam? Yes Mo
To the bast of my knowladgs, Al the preceding answers are correct, I 1 hawe any changes m my heallh slatus ar if my medicings change, [ shail fafoem e dentisl gnd Stalf af the mexf appointment withow fail
X Date
PATIENT SIGNATUAE (PARENT OR GUARDIAN)
Reviewed By Doctor Date BF Pulse
History Review and Significant Findings
Medical Updates
| have read my MEDICAL HISTORY dated and confirm that it adequately states past and present conditions.
DATE EXCEPTIONS PATIENT'S SIGNATURE BP PULSE REVIEWED BY
e Mone 0O . ; Dr.
— Mone O —— Dr. _
__ Nene O e o Dr.
—— ~ None O _ Dr..
fon e None O = Dr.
e Nene O = Dr.
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