HEALTH HISTORY S e e

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 treatment?
Please answer each question. Check yes or no. If in doubt, leave blank. YES 1O
1. Are you in gOOT NEAIN MOWT ....uiiiiiiiii ittt ettt st e et st et e e st e te e st e es e e e e easeaseeaeese e se e s e estenbessseansereeee st esarestssaesreenn o o
2. Arg you now:anderthe carg of @ phyBICIaN? s amm s i s oo s o e S s e e e [
If so, what is the condition being treated?
3. Have you ever been hospitalized or had a SErOUS IINESST ... .oi ittt e e e e e e ss e e ssss e s s sresssrnressrneeean ] O
- If yes, explain
4. Have you ever had excessive bleeding following an extraction, or do cuts take longer to heal now than previously? ................... L El
5. (Women) Are you pregnant? If so, give due date O 0O
6. Do you use tobacco in any form? If yes, how much O O
7. Bo.you use dlcohdlicbeveragesdmore than 2:drinks perday)? sumsrnunsmunisnnienlmmomsnaimi s s O O
8. Do you have or have you ever had any of the following?
GENERAL YES NO HEART/BLOOD VESSELS YES NO
Tire @asily, WeAKNESS.....coo.cvevececeeeeeeeeece e e ens s aees 0o O REBHHEHETOVE v smmmmnmsimiammesanwsssmams . L
Marked Weight ChaNGE.........ovcveeeeeeeee e, I R HBER WG s emmmmessessens L LI
INIGRE SWEALS ...ttt ee e renns O O CHESE PRI HISEOMTO s s o Od
PEISISIENt TEVET .......oeeeeeeee e, O O HEEr attEOKATOUDIE oo st s i o 04d
SKIN Shortiiess of breath cmnmmnmnmsanamasmmswgmamomss L1 LI
Eruptions (rash) NIVES ........ccovveee e U L] SWElling OF ANKIEE cuecsssni s s T O ]
Change in SKIN COIOF ..o 4 High! Blomit PreBs Ui resmsssiisa e O 10
EYES Congenital heart disease..... coo | ]
Visual change ] Mitral valve prolapse.... e ol [
GAUCOME 11 1evevever s e ssess s ees e ene oo ee e e O Artificial heart valve...... w1 O
EARS Pacemaker.........cccoocoovovveeeann, O [
LOSS Of RBAMNG vvvvevveeeciveierreeeeieiseeies e O 0O Heart SUFGEIY ..o, <1 [
RINGING 1M BAIS 11.vvviveseissiemresi ettt eeee s ene s O O ()1 (=1 OIS P o 0
NOSE BONE/MUSCLES
Frequent NoSeBIBEAS ... O O Arthritis/rheumatism ...................o.oc...... =1 [
SINUS PrOBIBMS ovoverererceisiee ettt O O Artificial JOINTS/IMDS..........c.oeeeercrseecee et O 0d
THROAT DIGESTIVE SYSTEM
SOrENESS/NOATSENESS vuvvvrvrrreesissieissess e teaee st O O L L= TN ST Ll B
NERVOUS SYSTEM Jaundice..... o B
SHOKE e ree s et o 0O UICerS oo e g [l
Headaches WL i [ ¥ Change in appetite................. N
CONVUISIONS/EPIIEPSY cvevvvrvrveeceeerecssisee e sssres s ese s ssneas 0o o Black, bloody or pale stools..........cccoveueeeeceeeciereinennn s i [
NUMBNESSAINGING «v.vovevceeeeeereeee e eeaees et 0o o URINARY
DizzinessAainting .......coocoveurcenecerieiennn. et e 0o o Kidney diSEASE.......coveiieiieieeieeie e L
Psychiatric treatment ... ] 0 Increase in frequency
RESPIRATORY of urination (NIGh) ......ccoeveiverieeecieee e ) L]
TUDBIGUIOSIS ...veevovve ettt sass st saanis o o BUrning on urination............cooooveveeeeeeeeee e, L [
Emphysema.......... S I Urethral diSCharge. ........covoooveeeee e ] ]
Asthma/hay fever ..., S I = ToYo Yo VAT TP A R B
Persistent cough ........ccccevvverenne SO I R Venereal dISBASE .......ccoccocvceeeiiirireee e eeeneneee )
Sputum production (Phlegm) .........coceemvveeeeeceeeeeseeeeeesieisieee L L] BLOOD
Cough up bloody SPULUM .......eevieers e S Bruise @asily........o.ooooeooieeeeeeeeeeeeeeee e ) [
Difficulty breathing while lying down........ccooveeevvcicininiiciiiiinn. L L ANBITHE ..ottt emeeseens a 0O
ENDOCRINE Blood transfuSion ...........ccueueveveeeeeeeseeeeseeeeeeeeceeeeeseneeeeennens ) L]
DIBDEEES 1.t s O O OTHER
Family history of diabetes ... ceee e eeee s O O Latex SeNSHIVIEY ... ) [
Thyroid CoNdiON/GORET ... ..ci et oo RAdiEtON thEIADY ....oooeeeeeeeeeeeeeeee et O O
L= PP SOTRRRTRPR L O CREMONEIADY ..ot ee e emeee s O O
TUMOFS OF GTOWINS ...t ee e eeeeneseees O O
Cancer (|
HIV+........ ]
ltem 4046V B AIDS. O

(Please complete reverse side)




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

YES NO YES NO
Local anesthetics {e.g. NOVOCEINE).......ccocceiviiveiiiieicinienn, O O ASPIFN OF COABINE ...oevvecveeeeecve e 0 0O
Barbiturates/sedatives/sleeping pills .......cccooceeveiieieinenn.n. 0o SUIfa ArUGS - ooeee e 0o o
Penicillinfother antibiotics ..........coocieiiieiiiicece e 0o Other allergies
10. Are you taking any of the following?

YES NO YES NO
Antibishcs/Sulia- dUeE s usmmpns s i 0o o TranqUIlZErS . ......oooer e (I
BIOOW tHINNSIS o s i i e nsassosnensanes Lo Insulin/other diabetes drugs..........ccocevvieeivieennn, o O
Blood pressure medication...........cccccvviveiiiieieiccecc e 0o Recreational drugs........ccocveveviiicvcie e e, (I
Thyroid Medicing v s s nnnramm it O O Digitalis/other heart medications..............c.ccoceeee. 0o O
e Lo o (= o s | ST O NIFOgGIYCEIN o.evev et O 0O
Antihistamines/allergy drugs/ ASPIMIN . 0O O
GOl SIS e v s sinnars sns pesm st atn 0 o Other medicaticn
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, SOre gUMS...cvieeoeoee e 0o 0O Logsadeath «onwmnmammmenanmmmmsnammsens ] ]
Unpleasant taste/bad breath ] O Sensitive to hot s L) (U
Burning tongue/lips ..o 1 O Sensitivete old omnnmmmesn e O O
Frequent blisters, lips/mouth L] Sehstivets SWESS wrwsmanmuamamasrnmssm 0O
Swelling/lumps in mouth....... ] Sensitiveto Biting.«. ey ]
Ortho treatments (braces)........ L] Fobd AMpPaction waoasemmmemunanmminmrasmnsi [
Biting cheeks/lips.....c.cc.ccccunnee.. ] Clenching/grinding ]
Clicking/PopPINg JAW....c.cveeeveceeeeeceeeeeeeeeeeeeeeeeeeeeieieeseenene. L[] Shifting of teeth L]
Difficulty opening or closing JaW ...........c.cooveeeeveeceereern, o o CHENGEINBNE oy O
ORAL HYGIENE
Do you use the following? NO
Brush ] How often do you brush
Dental floss ] Brush is: Soft [ Medium [] Hard [
Fluoride rinse (]

Other

To the best of my knowledge, all of the preceding answers are true and correct.
If I 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




