O o

PATIENT NAME DATE

Primary reason for this dental appointment: O examination (] Emergency [ consultation

Dental History Please Circle

Do you have a specific dental 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 disease? Yes No
Do you brush and floss on a routine basis? Discuss Yes No
Do your gums ever bleed? Discuss Yes No
Do you like your smile? Why? Yes No
Does food catch between your teeth? Any loose teeth? Yes No
Do you want to keep your remaining teeth? Yes No
Do you ever have clicking, popping or discomfort in the jaw joint? Do you brux or grind? Yes No
Have your past experiences in a dental office always been positive? Yes No
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? Phone Yes No
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 No
Are you taking any medications, aspirin, vitamins, herbals, pills or drugs? What? Yes No
Are you on a special diet? Discuss Yes No
Are you allergic to any medications or substances? Please check box below Yes No
Ul Aspirin [ Penicitin  []Codeine [JAcrylic [IMetal [ Latex Rubber [IMikk [ Other

Women (Please check): O Pregnant/trying to get pregnant O Nursing DTaking oral contraceptives Discuss Yes No

Do you now have or have you ever had any of the following? Do you take any of these medlcmes? Please check appropnata boxes o =

*lf yes to any of the starred conditions, p!ease call pnor to your appointment. premed:catlon or changes in medication may be req e
: © 0 "Yes No : Yes No Yes No. B “Yes ‘No ‘
He&rtDisease/Surgery - ZD;Excessnve Bleeding oD Chemotherapy oo nght Sweats oag .f
Heart Murmur or Defect* [J 1 Sickle Cell Disease O DO Osteoporosis O O Yellow Jaundice O OF
iregularHeartBeat 1 [ Hemophilia O O Bisphosphonates [0 O Kidney Problems O O H
Angina/ChestPain- [0 O Methemoglobinemia O O osteonscrosisofaw [0 [ Renal Dialysis O 0O
-Heart Attack/Fallure -~ 01 O Leukemia o g 0O O Thyroid Di g oc
, . ArediaLV. RectastLV. [ [] Thyroid Disease
Congenital HeartDisorder'Df ‘O] Recent Blood Transtusion 00 O ZometalV. . [0 O Parathyroid Disease O O
< (T Swoltng of Limbs 0 O Fosamax, Actonel, Boniva 0 ] Arthitis/Gout OO
o Bl:gagthill'lse?’?gblem o0 Stomach/lntesﬁnal DiseaseEl O3 Rheumatism oo
V'DCShortnesgs of Breath g g Yeers @ O Pain in Jaw Joints a o
O Frequent Cough oo HecentWeigmLoss ’ :-EI - Cortisone Mec{ncme g Ol
O Hay Fever Oag FroquantDiarrhea Lo Df [ Artificial Jonnt. ] O 0
-0 sinus Trouble O O Diabetes [ [J SexuallyTransmitted Disease O O
[ Asthma 0 O Excessive Thirst O OADS 00
O Bloody Sputum O O Hypoglycemia & O HW Positive g o
0 Emphysema O 0O LiverDisease. 3 [ Genital Herpes o0
Tuberculosis oo HapattﬂsA(tntecﬂous) O [0 Drug Addiction/Alcoholism O [
- Cancer O O HepaliisBorC '[3 [0 Tattoos/Body Piercing o o
) | X-Ray Treatments (Radiaton)] [ Protease Inhibitor - = ‘[ l:l  Sleep Apnea oo .
Have you ever had any other serious illness not checked above? Discuss Yes No
Do you wish to talk to the dentist privately about any problem? Yes No
To the best of my knowledge, all the preceding are correct. If | have any changes in my heaith status or if my medicines change, | shall inform the dentist and staff at the next appointment without fail.
X Date

PATIENT SIGNATURE (PARENT OR GUARDIAN)
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