el

PATIENT NAME DATE .
Primary reason for this dental appointment: [] Examination [_] Emergency ] Consultation

Dental History Flease Circle
Do you have a specific dental problem? Describe __ _Yes No
Do you have dental examinations on a routine basis? Last visit s 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 leath? Any loose feeth? Yes No
Do you want to keep your remaining teeth? ___ : e Yos No
Do you aver have clicking, popping or discomfort in the jaw joint? Do you brux or grind? o Yes No
Have your past experionces in a dental office always been positve? - Yes No
Do you smoke or chew? Any sores or growths in your mouth? Discuss B Yes No
Name of previous dentist (oplional): ] e
Date of last full mouth x-rays (16 smali films or panoramic):

Medical History
Ara you under a physician's care now? Why? o Who? Phone Yes No
Have you ever bean hospitalized or had a major operation? D|scuss P T aTeT 5 R _ Yes No
Have you ever had a serious injury 10 your head or neck? Discuss Yes N
Are you taking any medications, aspirin, vitamins, herbals, pills or drugs? What? es N
Are you on a special diet? Discuss — Yes No
Are you allergic to any medications or substances? Please check b0x below e Yes
7] Aspirin D Penicillin D Codeine D Acrylic D Metal L. | Latex Rubber |_ Other
Women (Please check). J Pregnant/trying to ge! pregnant ] Nursing [ Taking oral contraceptives Discuss . Yes No
Do you now have or have you ever had any of the following? Please check appropriate boxas.
*If yes to any of the starred conditions, please call prior to your appointment... pramedication may be required.

Vei  Ne Yas No Yos Mo Yes No \C
Heart Diseasa/Surgery' [ [J Excessive Bleseding Ll L Chematherapy () O Night Sweats O 0O Celd Sores =
Heart Murmur * 0O [0 Sicklo Coll Disoase O O Osteoporosis O O Yellow Jaundice 1 ) Fever Blisters oo
irregular Hoart Boat D O Hemophiia(BleedingProcem) ] [J Bisphosphonatos O O Kidney Probiems L 1y Herpes O C
Anging/Chest Pain 0O O Leukemia M 1 Osteonecrosis of Jaw [ [ Aonal Diaysis O O Stroke OO
Heart Attack/Failure O3 [J RecentBiood Transfusion [ | | Aredia L.V. C1 3 Thyroid Discaso O g Copvuls-ons OB
Congonital Hoart Disorder ] [ Swalling of Limbs O O Zomsta LV. O 0O Parathyroid Disease r 1 Epilepsy or Seizures | ]
Mitral Valve Prolapso * O [ LungDiscase g O Fosamax. Actonol, Bonlva s Arthritis/Gout U o Fainting or Dizziness (m e
Scarlet Fever O [ Breathing Problem [ 1 Stomachvntestinal Disease [ ) Ahcumatism O O Glaucoma O C
Rheumatic Fever * O [J Shornass of Breath U LJ Ulcers 0 ) Pan in Jaw Joints O T Tumors or Growths oo
Artiticial Heart Valve * O] [ Freguent Cough 0 [ RecentWaightLoss O o0 Cortisone Med:cine O [ Nervousnese B B
Hoart Paco Makor® O [ HayFever OO0 Frequent Diarrhea a0 Artificial Joint * (W Psychiatric Care O 0
Pulmonary Shunt 0 0O Sinus Trouble M M Oiabotes O O Venereal Disease () O Alzheimor's Disease O o
High Blood Pressuro O O Asthma O O Excessive Thirst a o ADS O [ Allorgies (Modicines) [
Low Blood Pressure [0 O Bloody Sputurn O O Hypoglycomia gn HIV Positive O [ Allergies (Pcllen / Due o0
Bacterial Endocardltls O [ Fmphysema M \lverDisease O o Genital Horpos O [ Hivos or Rash oo
Unexplained Fover [0 [ Tuberculosis L [ Hepatitia A (Irfacticus) ) [0 Drug Addiction/Alcohclism 7] Need Premedication? oo
Bruise Easiy/Blood Diseasa [] (] Cuncer O O Hepatitis B or C B B Tattoos/Body Piercing [J L Evertaken fen-phen?* Ch &3
Anomla O O X-Ray Treatments (Radaton) M Cochlegarimplants? O g
Have you ever had any other serious illness not checked above? Discuss Yes N
Do you wish to talk to the dentist privately about any problem? oy e eep——— (-1 (>
o the bsst of my knowledgs. all the prececing answers are correct If I fiave any changss in my hezith siatus or It my meqicines change | shall inform the gentrst and slalt at the next appointment winoyt 12
X Date __
PATIENT SIGNAIUHE (PAREN | OR GUARDIAN)

Reviewed By Doctor Date BP Pulse

History Review and Significant Findings

Medical Updates

| have read my MEDICAL HISTORY dated

_and confirm that it adequatsly states past and present conditions.

DATE EXCEPTIONS PATIENT'S SIGNATURE P PULSE REVIEWED BY
None O Dr.
None O Dr.
None O _ SHE Dr.
None O Driees
None O Dr. -
s e e Necne [ Dr.
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