MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a par of your entira body. Hsaith problams that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for aﬁmring the
following questions.

Are you under a physician's care now? () Yes (O No If yes, please explain:

Have you ever been hospitalized or had a major operation? () Yes () No |f yes, please explain:
Have you ever had a serious head or neck inury? (O Yes (O No  If yes, please oxplgin:

Are you taking any medications, pilis, or drugs? () Yes (O No If yes, please explain:

Do you take, of have you taken, Phen-Fen or Redux? (O Yes () No

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No

Waomen: Are you

Do you use controlled substances? () Yes () No 7] Pregnant/Trying to get pregnant? || Nursing?
|| Taking cral contraceptives?

Are you allergic to any of the following?
[7] Aspirin | | Penicillin |71 Codeine ] Acylic  [] Metal 7] Latex (] Local Anesthetics
[T] Other If yos, ploase explain.
Do you have, or have you had, any of the following?
| | AIDSHIV Positive (] Chest Pains () Frequent Hoadachos [ irregular Heartbeat [[] Scarlet Fovor
] Alzheimer's Discase (L) Coid Sores/Fever Bisters | | Genstal Herpes [ Kidnaey Prodlams [T Shingles
[ Anaphylaxis [TJ Congenital Heert Disorder || Glaucoma (7] Leukemia [7] Sickie Cell Disease
™) Anemia [ ] Convuisions 7] Hay Fever [ wver Disease O sinus Trouble
[C| Angina ] Cortisone Medicine | Heart Attack/Failure (7] Low Blood Pressure [} Spine Bifide
0 Artvitis/Gout | | Diabetes [ Heort Murmur ] Lung Disoasc [[] stomadvintestinal Disease
(] Anficiel Heart Vaive [} prug Adgiction |_J Heant Pace Maker (O mateat vaive Protapse [ Stroke
7] Anciat Joint (7] Easily Winded [T Meant Troudle/Disease [} Pain in Jew Joints (] sweting ot Limbs
[ Astma L] Emphysema [[] Hemophitia (] Parethyroid Disease (] Thyroia Disease
[] Blood Discase ] Fpilepsy or Seizures (] Hepatitis A [T Psychiatric Care ] Tonsulius
() Blood Transfusion [ Excessive Biseaing ] Hepatitia B or C [7] Radiation Treatments 7] Tuberculosis
i_] Breathing Problem [7] Excessive Thirst L] Herpes [T Recent Weight 1.08s L] Tumors or Growihs
|_| Bruise Easily [7] Falnting Spells/Dizziness  [_] High Blood Pressuro [T] Renal nalysis {7 Ulcers
(1] cancer || Frequent Cough [T] Hives or Resh (] Rneumatic Fever (7] venereat Disease
] Chemotherapy (7] Froquont Diarhoa 7] Hypoglycamia [ Rheumatism [ Yelow Jaundico

Have you aver had any serious illness not listed above? () Yes () No If yes, please explain‘

Commaents.

To the best of my knowledge, the questions on this form have been accurately answerad | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibilty to inform the dental office of any changes in medicel status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




DENTAL HISTORY

PATIENT NAME BIRTH DATE

Are you currently experiencing any dental discomfort? DO YES 11NO
If YES, please explain

Previous Dentist’s Name Phone Number

Date of last dental cleaning

Date of last dental x-rays

Please check YES or NO it you have had problems with any of the following and location when indicated:

Bad Breath NYFS UNO

Bleeding Gums IIYES ONO

Clicking or popping jaw YESN NOU

Sensitivity to sweets YESII NOGO Topn Bottom U LentD Right L
Waears partials or dentures YESDO NON Top Bottom O

Frequent headaches YESN NOu

Grinding or clenching UYES [INO

Loosa teeth or broken fillings OYES ONO Topii Bottom O LeftO Right 11
Sores o lumps in mouth IIYES 1INO Topd  Bottom!| leftD  RightD
Bieeding during brushing/lossing OYES nNNO

Pariodontal ireatment OYES 1INO

Sensitivity to cold NYES ONO TopO Bottom N Left(1 Right O
Sensitivity (v hot CYES 1INO Topn Bottom U LeftO Right n
Sensitivity when biting OYES UNO Topu Bottom O Left Right 1
Pravious orthodontic treatment MYES ONO

Is there anything you would like to change to enhance your smile? YESN NOO

It YES, please explain:

10 the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrec! information can be dangerous to my (or
patient’s) health. It is my responeibility to inform the dental office of any changes in medical stalus.

SIGNATURE OF PATIENT, PARENT, OR GUARDIAN DATE




