PATIENT MEDICAL HISTORY

PATIENT'S NAME DATE OF BIRTH
REASON FOR THIS VISIT
WHEN WAS YOUR LAST DENTAL VISIT WHAT WAS DONE THEN

HOW OFTEN DID YOU VISIT THE DENTIST BEFORE THEN
DENTIST (NAME AND LOCATION)
HAVE YOU HAD A COMPLETE SERIES OF DENTAL FILMS (X-RAYS) TAKEN WHEN WHERE
HOW OFTEN DO YOU BRUSH YOUR TEETH HOW OFTEN DO YOU FLOSS YOUR TEETH
IS YOUR DRINKING WATER FLUORIDATED

YES NO YES NO
DO YOUR GUMS BLEED WHILE DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY[ ]  []
BRUSHING OR FLOSSING .....c.cc.ovorerccsc ] [ ] HAVE YOU NOTICED ANY LOOSENING
ARE YOUR TEETH SENSITIVE TO HOT OF YOUR TEETH .. S I N
OR COLD LIQUIDSIFOODS......ooooverrrse] ] ] DOES FOOD TEND TO BECOME CAUGHT
ARE YOUR TEETH SENSITIVE TO BETWEEN YOUR TEETH....oooooveeoosesend] [
SWEET OR SOUR LIQUIDSIFOODS........coooo ] [ HAVE YOU EVER HAD PERIODONTAL
DO YOU FEEL PAIN TO ANY OF YOUR TEETH..........[ ][] TREATMENT (GUMS) ... . O O
DO YOU HAVE ANY SORES OR LUMPS EVER WORN A BITE PLATE OR OTHER APPLIANCE .. O
IN OR NEAR YOUR MOUTH... . - [ HAVE YOU EVER HAD ANY DIFFICULT
HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES. 0 O EXTRACTIONS IN THE PAST ..o ]
HAVE YOU EVER EXPERIENCED ANY OF HAVE YOU EVER HAD ANY PROLONGED
THE FOLLOWING PROBLEMS IN YOUR JAW? BLEEDING FOLLOWING EXTRACTIONS .........[ ] [
CLICKING.... I:l ] DO YOU WEAR DENTURES OR PARTIALS ... ][]
PAIN {JCI'INT EAR, SIDE OF FAEE} e 1 [] IF YES, DATE OF PLACEMENT
DIFFICULTY IN OPENING OR CLOSING......... -1 O HAVE YOU EVER RECEIVED ORAL HYGIENE
DIFFICULTY IN CH Ew|NG|:| ] INSTRUCTIONS REGARDING THE CARE
DO YOU HAVE FREQUENT HEADACHES .........ccco....... 0 O OF YOUR TEETH AND GUMS............. ] O
DO YOU CLENCH OR GRIND YOUR TEETH ... | []
IF YOU COULD CHANGE ANYTHING ABOUT YOUR SMILE, WHAT WOULD YOU CHANGE?
AUTHORIZATION AND RELEASE COMPANY TO PAY DIRECTLY TO THE DENTIST OR DENTAL GROUP

| CERTIFY THAT | HAVE READ AND UNDERSTAND THE ABOVE INFORMATION ~ INSURANCE BENEFITS OTHERWISE PAYABLE TO ME. | UNDERSTAND
TO THE BEST OF MY KNOWLEDGE. THE ABOVE QUESTIONS HAVE BEEN  THATMY DENTAL INSURANCE CARRIER MAY PAY LESS THAN THE ACTUAL
ACCURATELY ANSWERED. | UNDERSTAND THAT PROVIDING INCORRECT  BILLFORSERVICES. | AGREE TO BE RESPONSIBLE FOR PAYMENT OF ALL
INFORMATION CAN BE DANGEROUS TO MY HEALTH. | AUTHORIZE THE  SERVICES RENDERED ON MY BEHALF OR MY DEPENDENTS.
DENTIST TO RELEASE ANY INFORMATION INGLUDING THE DIAGNOSIS AND THE

RECORDS OF ANY TREATMENT OR EXAMINATION RENDERED TO ME OR MY

CHILD DURING THE PERIOD OF SUCH DENTAL CARE TO THIRD PARTY PAYORS X DATE
AND/OR HEALTH PRACTITIOMERS. | AUTHORIZE AND REQUEST MY INSURANCE ~ SIGNATURE OF PATIENT, PARENT/GUARDIAN OR POA

DOCTOR'S COMMENTS

SIGNATURE DATE

PATIENT NUMBER

HEALTH HISTORY



PATIENT MEDICAL HISTORY

PATIENT'S NAME DATE OF BIRTH

ALTHOUGH DENTAL PERSONNEL PRIMARILY TREAT THE AREA IN AND AROUND YOUR MOUTH, YOUR MOUTH IS A PART OF YOUR
ENTIRE BODY. HEALTH PROBLEMS THAT YOU MAY HAVE, OR MEDICATION THAT YOU MAY BE TAKING, COULD HAVE AN IMPORTANT
INTERRELATIONSHIP WITH THE DENTISTRY THAT YOU WILL BE RECEIVING. THANK YOU FOR ANSWERING THE FOLLOWING QUESTIONS.

v NO YES NO
1. ARE YOU IN GOOD HEALTH... 8. DO YOU TAKE OR HAVE TAKEN ZOMETA,
HAVE THERE BEEN ANY CHANGES IN YOUR | AREDIA, BONIVA, ACTONEL, FOSAMAX............[ ] []
GENERAL HEALTH WITHIN THE PAST YEAR |:| |:| 8. HAVE YOU HAD ANY ABNORMAL BLEEDING... e[ ]
3. DATE OF YOUR LAST PHYSICAL EXAM 10. DO YOU BRUISE EASILY .....ccoovmvnmmrssnsn] ]
4. PHYSICIAN'S NAME 11. HAVE YOU EVER REQUIRED A
ADDRESS BLOOD TRANSFUSION... e [
PHONE NO. - 12. DO YOU DRINK ALCOHOL .. ] [
5. ARE YOU NOW UNDER THE CARE OF 3. DO YOU USE TOBACCO OR USED IN PAST.. -1 [
A PHYSICIAN.. 14. DO YOU OR HAVE YOU USED
6. HAVE YOU EVER BEEN HOSPITALIZED FOR ANY CONTROLLED SUBSTANCES... ] [
SURGICAL OPERATION OR SERIOUS ILLNESS.. |:| |:| {5. DO YOU HAVE ANY DISEASE, CONDITION OR
PLEASE EXPLAIN. PROBLEM NOT LISTED ABOVE THAT YOU
- THINK | SHOULD KNOW ABOUT ... ][]
7. ARE YOU TAKING ANY MEDICINE(S) ..........ccoeeene] | WOMEN ONLY:
INCLUDING NON-PRESCRIPTION MEDICINE ......... | | ARE YOU PREGNANT OR THINK YOU MAY
IF YES, WHAT MEDICINE(S) ARE YOU TAKING BE PREGNANT... H ]
_— ARE YOU NURSING... .
ARE YOU TAKING BIRTH CONTROL PILLS... v ]
YES NO ALZHEIMER'S OR DEMENTIA.....oc.cooccvvrvv ] [
ARE YOU ALLERGIC TO OR HAVE YOU HAD REACTIONS TO: SLEEP APNEA......ooccrvoerscercecreeoeseen L
LOCAL ANESTHETICS LIKE NOVOCAINE .............. | HIVES OR SKIN RASH ..covccoccccn ]
PENICILLIN OR OTHER ANTIBIOTICS.................... ] FAINTING OR DIZZY SPELLS |:| O
SULFA DRUGS... H H DIABETES... ] OO
BARBITURATES, SEDATIVES OR SLEEPING PILLS . AIDS OR HIV INFECTION oo L1 L
ASPIRIN ... |:| L] THYROID PROBLEMS . |:| O
IODINE ... ] ALLERGIES.... _— - O
ANY METALS (E.G., NICKEL, MERCURY, ETC. } O] ARTHRITIS OR RHEUMATISM... SR o B
LATEX / RUBBER.... T O] JOINT REPLACEMENT OR IMPLANT «..............[] [
OTHER (PLEASE LIST) __ STOMACH ULCER ....o.oooorrreeesscsescrcsinenssenc ] ]
DO YOU HAVE OR HAVE YOU EVER HAD THE FOLLOWING: KiONEY TROUBLE ............ N i I
DO YOU TAKE AN ASPIRIN / BLOOD THINNER....[ ] [ TUBERCULOSIS.... - O
RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER [ PERSISTENT COUGH... B - O
ATTENTION DEFICIT DISORDER ...........oooorerveroee [ ] COUGH THAT PRODUCES BLOOD......... L] []
HEART DEFECT OR HEART MURMUR.... [ CHEMOTHERAPY (CANCER, LEUKEMIA)...........[] []
HEART TROUBLE, HEART ATTACK, OR ANGINA.. [ ] SEXUALLY TRANSMITTED DISEASE................[ ] [
CHEST PAIN... e [ EPILEPSY OR SEIZURES.....coocccoommim ]
SHORTNESS OF BREATH.. [ ] LT R B N B
OXYGEN USE AND HOW OFTEN ... [ | GLAUCDMhl:I ]
PACEMAKER ... (] NERVOUSNESS.... e O
HEART SURGERY... [ ] TUMORS... O O
HIGH / LOW BLOOD PRESSURE. ] MENTAL HEALTH CARE... S I R
CONGENITAL HEﬁHTPHGBLEM.......___...___...___...___.% [ BACK PROBLEMS.....o..oooooooo C O
SWELLING OF FEET, ANKLES, HANDS.................. H CHEMICAL DEPENDENCY ...oooeevreccccrcn L [
HEPATITIS, JAUNDICE OR LIVER DISEASE........[ ] [ MITRAL VALVE PROLAPSE |:| 0
STROKE... S R I AUTISM.... - O O
SINUS TROUBLE.... _— 3 [ | COLD SORES / FEVER BLISTERS.... L O
LUNG OR BREATHING PROBLEMS ... [ HYPOGLYCEMIA.... I I
ASTHMA OR HAY FE"JEH:| ] EATING DISDHDEHS..,.......................__....................|j 0l

PATIENT NUMBER

HEALTH HISTORY



	REASON FOR THIS VISIT: 
	DENTIST NAME AND LOCATION: 
	HOW OFTEN DO YOU BRUSH YOUR TEETH: 
	X DATE: 
	DOCTORS COMMENTS 1: 
	DOCTORS COMMENTS 2: 
	PATIENT NUMBER: 
	DATE OF BIRTH: 
	Please Explain: 
	PATIENTS DATE OF BIRTH: 
	When was your last dental visit: 
	What was done then: 
	How often did you visit the dentist before then: 
	HAVE YOU HAD A COMPLETE SERIES OF DENTAL FILMS XRAYS: 
	HOW OFTEN DO YOU FloSS YOUR TEETH: 
	Is your drinking water fluoridated: 
	Teeth Sensitive no: Off
	Gums Bleed yes: Off
	Gums Bleed no: Off
	Sensitive teeth yes: Off
	sensitive teeth to sweet/sour liquids yes: Off
	sensitive teeth to sweet/sour liquids no: Off
	feel pain to your teeth yes: Off
	feel pain to teeth no: Off
	sores or lumps yes: Off
	sores or lumps no: Off
	neck or jaw injuries yes: Off
	neck or jaw injuries no: Off
	Clicking in jaw yed: Off
	clicking in jaw no: Off
	pain in joint, ear, side of face yes: Off
	Pain in joint, ear, side of face no: Off
	Difficult in opening of closing yes: Off
	Difficulty in opening or closing no: Off
	Difficulty in chewing yes: Off
	Difficulty in chewing no: Off
	Frequent headaches yes: Off
	Frequent Headaches no: Off
	Clinch or grind teeth yes: Off
	Clinch or grind teeth no: Off
	Bite lips or cheeks yes: Off
	Bite lips or cheeks no: Off
	loosening of teeth yes: Off
	loosening of teeth no: Off
	Food caught between teeth yes: Off
	Food caught between teeth noi: Off
	Peridontal treatment yes: Off
	Peridontal treatment no: Off
	worn a bite plate yes: Off
	worn a bite plate no: Off
	difficult extractions yes: Off
	difficult extractions no: Off
	Prolonged bleeding after extractions yes: Off
	prolonged bleeding after extractions no: Off
	dentures or partials yes: Off
	if yes, date of placement: 
	dentures or partials no: Off
	oral hygiene instructions yes: Off
	oral hygiene instructions no: Off
	Signature of patient or guardian or POA: 
	Date: 
	Patient's Name: 
	Are you in good health yes: Off
	Are you in good health no: Off
	changes in general health yes: Off
	changes in general health no: Off
	date of last physical exam: 
	Physician's name: 
	Physicians address: 
	Physicians phone: 
	Are you under the care of a physician yes: Off
	Are you under the care of a physician no: Off
	have you been hospitalized for surgical yes: Off
	Have you been hospitalized for surgery no: Off
	Please explain surgical: 
	Are you taking any medications yes: Off
	Are you taking any medications no: Off
	Non prescription medicine yes: Off
	non precription medicine no: Off
	If yes, what medicine are you taking #1: 
	If Yes what medicine are you taking #2: 
	If yes what medicine are you taking #3: 
	Do you or have you taken zometa, aredia, boniva, actonel, fosamax no: Off
	Do you take or have taken zometa, aredia, boniva, actonel, fosama yes: Off
	any abnormal bleeding yes: Off
	abnormal bleeding no: Off
	bruise easily yes: Off
	bruise easily no: Off
	blood transfusion yes: Off
	blood transfusions no: Off
	Do you drink alcohol yes: Off
	Do you drink alcohol no: Off
	Do you use tobacco yes: Off
	Do you use tobacco no: Off
	Do you use controlled substances yes: Off
	Do you use controlled substances no: Off
	Do you have any disease, condition or problem no listed yes: Off
	Do you have any disease, condition not listed no: Off
	Are you pregnant yes: Off
	Are you pregnant no: Off
	Are you nursing yes: Off
	Are you nursing no: Off
	Are you taking birth control pill yes: Off
	Are you taking birth control pills no: Off
	Local Anesthetics yes: Off
	Local Anesthetics no: Off
	Penicillin or other antibiotics yes: Off
	Penicillin or other antibiotics no: Off
	Sulfa yes: Off
	Sulfa no: Off
	Barbiturates, sedatives or sleeping pills yes: Off
	Barbiturates, sedatives or sleeping pills no: Off
	Aspirin yes: Off
	Aspirin no: Off
	Iodine yes: Off
	Iodine no: Off
	any metals nickel mercury etc yes: Off
	any metals nickel mercury etc no: Off
	Latex rubber yes: Off
	Latex rubber no: Off
	Other (please list): 
	Do you take aspirin/blood thinner yes: Off
	Do you take aspirin/blood thinner no: Off
	Rheumatic heart disease or rheumatic fever yes: Off
	Rheumatic heart disease or rheumatic fever no: Off
	Attention Deficit disorder yes: Off
	Attention Deficit Disorder no: Off
	Heart Defect or Heart murmur yes: Off
	Heart Defect or Heart Mur Mur no: Off
	Heart trouble, heart attack, or angina yes: Off
	Heart Trouble, heart attack, or angina no: Off
	Chest pain yes: Off
	Chest pain no: Off
	Shortness of breath yes: Off
	Shortness of Breath no: Off
	oxygen use and how much yes: Off
	oxygen use and how often no: Off
	pacemaker yes: Off
	pacemaker no: Off
	heart surgery yes: Off
	heart surgery no: Off
	high/low blood pressure yes: Off
	high/low blood pressure no: Off
	congential heart problem yes: Off
	congenital heart problem no: Off
	swellng of feet, ankles, hands yes: Off
	swelling of feet, ankles, hands no: Off
	hepatitis, jaundice or liver disease yes: Off
	hepatitis, jaundice or liver disease no: Off
	Stroke yes: Off
	Stroke no: Off
	Sinus trouble yes: Off
	sinus trouble no: Off
	lung or breathing problems yes: Off
	asthma or hay fever yes: Off
	asthma or hay fever no: Off
	lung or breathing problems no: Off
	alzheimers or dementia yes: Off
	alzheimers or dementia no: Off
	sleep apnea yes: Off
	sleep apnea no: Off
	hives or skin rash yes: Off
	hives or skin rash no: Off
	fainting or dizzy spells yes: Off
	fainting or dizzy spells no: Off
	diabetes yes: Off
	diabetes no: Off
	Aids or HIV infection yes: Off
	Aids or HIV infection no: Off
	thyroid problems yes: Off
	thyroid problems no: Off
	Allergies yes: Off
	Allergies no: Off
	Arthritis or Rheumatism yes: Off
	Arthritis or Rheumatism no: Off
	joint replacement or implant yes: Off
	joint replacement or implant no: Off
	stomach ulcer yes: Off
	stomach ulcer no: Off
	kidney trouble yes: Off
	kidney trouble no: Off
	tuberculosis yes: Off
	tuberculosis no: Off
	persisitent cough yes: Off
	persistent cough no: Off
	cough that produces blood yes: Off
	cough that produces blood no: Off
	chemotherapy cancer, leukemia yes: Off
	chemotherapy cancer, leukemia no: Off
	sexually transmitted disease yes: Off
	sexually transmitted disease no: Off
	epilepsy or seizures yes: Off
	epilepsy or seizures no: Off
	anemia yes: Off
	anemia no: Off
	glaucoma yes: Off
	glaucoma no: Off
	nervousness yes: Off
	nervousness no: Off
	tumors yes: Off
	tumor no: Off
	mental health care yes: Off
	mental health care no: Off
	back problems yes: Off
	back problems no: Off
	chemical dependency yes: Off
	chemical dependency no: Off
	mitral valve prolapse yes: Off
	mitral valve prolapse no: Off
	autism yes: Off
	autism no: Off
	cold sores/fever blisters yes: Off
	cold sores/fever blisters no: Off
	hypoglycemia yes: Off
	hypoglycemia no: Off
	eating disorders yes: Off
	eating disorders no: Off
	Patient #1: 
	If you could change anything about your smile: 
	If you could change anything about your smile? 1: 


