Patignt Mamg

J DENTAL HISTORY

Patienl Accouni No.

Medlcat Alert

Welcome! So that we may provide you with the best possible care
please complete both stdes of this medical/dental bistory form.
All information is completely confidentinl.

What is the reason for your visit today?

Date of Last Dental Visit
What was done at your last dental visit?

i35t Dental Cleaning

Last Full Mouth X-rays

Previous Dentist's Name

Address

State Zip

Telephone

How often do you have dental examinations?
How often do you brush your leeth?

How often do you floss?

Whnat other dental aids do you use? finterplak, toothpick, etc.)

Do you have any dental problems now? Yes Mo
it ves, please describe.
Are gny of your teelh sensitive to: Have you ever bad:
Hotorcold? Yes No Orthodontic treatment?  Yes  No
Sweats?  Yes No Oral surgery?  Yes  No
Biling or Chewing?  Yes No Pericdontal reatment?  Yes  No
Have you noticed any mouth odors of bad iastes?  Yes  No Your testh ground o the bite adjusied?  Yes HNo
Do you frequently get cold sores, blisters or Abite plate or mouth guard?  Yes No
any other oral lesions?  Ygs  No A serious injury to the mouth orhead?  Yes  No
if a0, please descnbe, including cause _
Do your gums bleed or hurt?  Yes  No
Have your parents expsaenced gum disease
oriooth loss?  Yes HNo Have you axperienced:
Have you noficed any loose teeth or changs Clicking or popping of the jaw?  Yes  No
inyour bite? Yes Mo Pain? {jolnt, ear, side of face}  Yes Mo
Doss fond tend fo become caught in between Difficulty in opening or closing the mouth?  Yes  ho
your teeth?  Yes No Difficulty in chewing on either side of the mouth?  Yes  HNo
i yes, where? Headaches, neckaches or shoulder aches?  Yes No
Sore mugcles (neck, shoulders}?  Yes  No
Do you:
Clench or gnind your teeth while awake or aslesp? Y5  No Are you satisfied with your tesil's appearance? Yes No
Bite your lips or chesks regularly?  Yes  No Would you like to keep all of your teeth ali of your lifle?  Yes  No
Hold forsign obiects with your teeth?
{pencils, pipe, pins, nails, fingernalst  Yes  HNe Do you fesl nervous about having dental reatment?  Yes Mo
Mouth breath while awake or asleep?  Yas  HNo It 50, what i your biggest concern?
Have tired jaws, espacially in the morning?  Yas  No
Smoke/chew lobacca?  Yes  No Have you ever had an upsefting dental experience?  Yes  No
if yes, please describs
Yes  No

is there anything else about having dental {reatment that you would like us o know?

It yes, piease describe

{Plzase complets other side)



[Faton s A 3y YMEDICAL HISTORY

| - -

' Fstient Astouni Mo,

Medical Alert

i, Have you been under the care of a medical doctor during the pastiwo YRAIST ..o oo, 188 N0
if yes, for what?

Physician's Name Phone
Address City State Zip
2. Have you taken any medication or drugs during the past tWo Years? ..o it sm e 188 NG
.. Yes No

3. Are you taking any medication, drugs or pilis now? ...
If yes, please fist nams and dosage
4. Aee you aware of having an allergic {or adverse reaction) to any medication or SUBSIANCAT ..o Y88 ND

H yes, please list

. Have you been a patient in the hospital during the past five years? ... O e e Yes Mo
6. Indicate which of the foliowing you have had, or have al present. Circle "yes" of "no” to each item.
Heart (Surgary, Disease, Atack} ... Yes  No UICBIS v oo Y88 Noo Hepatitis & (inlectious) B {serum) ... Yes  Ng
Chest Pain . ... o v YES Noo DRbSIES i YBS NOo Venereal Disease ., e Y88 No
Congenital Heart DIS“&SQ o Yo Mg ThyrtidPreblems .. oo Yes NO AIDS. Lo e Yes  No
HeatMurmer. . . .. ... Yes  Noo Glascoma .. ..o el YES ND O HAV POBIWE o e Yes HNo
High Blood Pressure ... ... Yes Ng Contactlenses ... .. ... ..Yes MNo Cold Sores/Fever Blisters ............Yes MNg
Miteal Valve Polapse . o o, Yes Mo Emphysema o oo w0 YeS Noo Blood Transtusion .o, o Yes  No
Artilical Heart Valve ... . ... Yes  No  Gheome Codgho. e e Yes Noo Hamophilia .., . Yos  No
Moan Pacemaker . v Y08 RN TUBBISHOBE oo e v e Yes  No  Sickle Cell Diseass - «Yes  No
RAgumatic FEVET o Y88 No ASIRIMA i i ..¥es  No  Bruise Fasily .. . e YE§ Mo
Arbritis/Rhaumatiom oo, e ¥Bs Noo HRYFBVET i s Yor  Noo Uiver DISEASE . i ceveees e Y88 ND
Corisane Medicing ..., Yes No latexSensifivity. ... . .. .. Yes Nooo YellowJaundice . e, o Y85 Mo
Swollen APKIES oo ooty o e o o ¥EE Noo Aflergles orHwves . o e Yes Noo Neurolpgical Disorders ... . . Yos  No
Soka ... . . e ¥Es Noo Stws Troubie .. Lo Yes Noo Eollepsy or Selzures . e Yes Mo
|ﬂt¢8per:|ai»f F!esmcted} e o5 Mo Fadiation Theragy ... .. .....Yes  No  Fainting or Dizzy Spells . Yes Mo
Ardificial Joints ghlp knes, ntc} ,,.,..,.,,.‘(sgs No  Chemotherapy .. e YRS Mo NerousfAnmous ., s 185 NG
Kidney Trouble .. e Y88 ND TUMOMS s i e Y88 MO F’sym:anr:fF’sycholog:caICara e YRS AR
7. Do you use morg thaﬁ two ptllowb 10 SIZEDT oot ottt et St 1 seta et oAt A et b et Yes Ho
. Have you lost or gained more than 10 potnds iNhe PASEYEAIT v L i e s e e oy i 1 e YBS RO
8. Do ysu have or have you had any disease, condition, or problem not l|str>d’? e e e e TS NO
If yes, please list:
10. Women. Areyou. Pregaant? Yes, __ Months No Nursing? Yes No Taking birth condrol pifis? Yass No

! understand the abiove information s necessary lo provide me with denlal care in a safe and efficient manner. Fhave
answered all questions 1o the best of my knowledge. Should further informalion be needed. you have my permission to
ask the respective heallh care provider or agency, who may release such information to you. 1 wilf notify the doctor of
any change in my health or medication.

Pafient /Guardian Signature _Date

Higtory Heview

Baclor Signature Date
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