FEALTH HISTORY e 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 NO
TR O I 0O T S A O e e e el e e e e o e s Bl
2 GATetyolznowilnderthelCare Ol PhYSICIAND o —r ik R i e . ao R
If so, what is the condition being treated?
3. Haveyoureverbeen:hospitalized o Had @ SEHOUS IINESS i i . i siun il iviesssibseesomesssasseisaabonesisasssossnsasonssssosasesasntorinessssiusnisintins (BRI
If yes, explain
4. Have you ever had excessive bleeding following an extraction, or do cuts take longer to heal now than previously? .............cc.coceeue fes s
5. (Women) Are you pregnant? If so, give due date EE=
6. Do you use tobacco in any form? If yes, how much [usc i m]
7. Dowyouiisetalconolic beverages (MOre than 2 diinKS PErEAAY)Z ... suussmrsesssessessstsssmss arissorsssrasaosssss sesess dngosshonshossssstoss saantiiatotor s e it {35 o]
8. Do you have or have you ever had any of the following?
GENERAL y HEART/BLOOD VESSELS
YES NO YES NO
Tire easily, weakness...............c..c...... B E RhotmMaliCiover. i i e ate (| ]
Marked weight change ...................... EE=E Hearmurmuins: St s o i)
Nightisweatshemnee & e m e s [ ) Chest pain/discomfort.. Cl- L
Persistent fever...........coocsvereernierreens [ ] Heart attack/trouble ..... clp L
Shortness of breath ..... [l ]
SKIN : S
Eruptions (rash) hives...........c..cco...... e Syvelhng OF BAKIBS ..oocovovviiesssiniricses
ch s High blood pressure ............ccceeeveeuee. [ =]
ange iniskintcolomiy sn i o EaE 3 3
Congenital heart disease.... {8 |
i Mitral val | =g =
e o EE itralivalve prelapses i sl bot
i g8l T i el Artificial heart valve ..............coeeeenne.. [EE =
Glalcomata e e e ) Binerdly e
EARS Heart surgenys. oot il i [ 2 ]
Loss of hearing ...........cccocovuicicnnnnnn. A OOl e s s s ===
Ringinglin @ars.. i .o tsusse vz otsns sosies [t ] BONE/MUSCLES
NOSE Arthritis/rheumatism..........c.ccoeevenenee. B
Frequent nosebleeds..........c...cc........ [s]E m Artificial joints/limbs .........cccvvereueennnes &
SINUS PrODIEMIS...:iiceeireseesorsnamsvasomtons B DIGESTIVE SYSTEM
THROAT Hepatitis...nr R e BB
Soreness/hoarseness ...........ccoveeuene. (o Jaundice ..o, Lot
NERVOUS SYSTEM Ulcersininh o rmise i e e E T
Change in appetite feo=
SHOKE . e A s i e [ ]
Kot dachos e Black, blc;ody or pale stools............... ==
Convulsions/epilepsy ...........ccevrvrernes (i3] ] U,RINAR_
o KiANeY . diSEASE 5 sr forses s e it =&
Numbness/tingling .........ccccoccvvevevnnes. A g
e e Increase in frequency
BizZiness/fainting e s u m [ ] b i Fi
Al oo effurnnatiom(night)ic:. o n s
Psychiatric treatment ..........cccoevrenees BUNING ON UANALION ..vv.vveeereeerrrrreren, B e
RESPIRATORY Urethral discharge ............cccocuveecueene. [ ]
Tiberculosisaael i o Bt = Bloody urin.............. B
Emphysema.. i ol sl e =0 Venereal disease e
ASHIMa/NAY CVET s eeerees: et [ T BLOOD
Persistent CoOUgN ......c.oovurureucerincinenens B Briliseieasilyi i ma e = = Bl
Sputum production (phlegm) ............. (] | T R s e e e o B
Cough up bloody sputum................... Bl Blopditranstlision:: = i (|
Difficulty breathing while lying down.. [] [] OTHER
ENDOCRINE Radiation therapy...........cecceeseerererennens B iE
Diabetosy tln e e e CHOMONBFAPY v-re worec rssiseresinssenins ot [
Family history of diabetes............. e 1 D O
Thyroid condition/goiter ..................... [EEeE] S S
Othert el e s e s (R ]
o =
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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. novocaine) ... [0 [ Aspirin‘orcodeine s e [
Barbiturates/sedatives/sleeping pills [0 [ Silfadrigssic s e EEE]

Penicillin/other antibiotics ............... (=] Other allergies

10. Are you taking any of the following?

YES NO YES NO
Antibiotics/sulfa drugs .................. = Tranquilizers: & oee s e B
Blood:hinners s o E]F ] Insulin/other diabetes drugs ............ EEE
Blood pressure medication ............ BELEE Recreational drugs ............cceeeeennn. R
Thyroid medicine .........c.ccocvvneeens [l Digitalis/other heart medications ...... SR
Cortisone/steroids: v it e ==l Nitfoglyeerinar e o s
Antihistamines/allergy drugs/ ASPIiN: i e e B

cold remedies .......ccc.ccecvuveeenn S Other medication

If yes to any of the above, list name of medication and dosage below:

i S

o

»

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 ........ccvvveeeeee.. EEeE Eooseftapthe o Srrmme - e o EisE
Unpleasant taste/bad breath  ............ [EEEE Senctive Ioihot s e =
Burning tongue/lips ........cccoceeevenee. B Senstve o coldi . ohc e [l
Frequent blisters, lips/mouth —............ B Sensitive t0 SWEetS ............cceeennen. EEE
Swelling/lumps in mouth ............... [l Sensitive to biting ...........cceeerieeennn. EliE]
Ortho treatments (braces) ............... Bl s Food iIMPaction ..« iter e s (=]
Biting cheeks/lips ....cccvveerreriveeeannnn. A Clenching/grinding ...........ccccceeeeenn. i
Clicking/pOppINg JAW ......ceevuveeeeennne. ) Shifiing.ofteetn . e e ElslE]
Difficulty opening or closing jaw ...... B Changeinbles [t

ORAL HYGIENE

Do you use the following? YES NO
BriSh & e s i e oS Bl
Dentalflosst e s B
Eluofideiinses @ et ESE
Other

How often do you brush
Brushis: Soft[] Medium[] Hard[]

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




	004
	005

