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Health History Form

[ E-mail:

Today's Date

As required by law, our office adheres to written policies and procedures 1o protect the privacy of information about you that we create, receive or maintain. Your
answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked some guestions about your responses 10
this questionnaire and there may be additional questions concerning your health. This information Is vital to allow us to provide appropriate care for you, This office
does not use this information to discriminate.
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if you are completing this form for another person, what is your relationship to that person?
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Dental Information ror the following questions, please mark (X your responsas o the following questions
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Do your gums bleed when you brush or flass? .0 O O Doyou have earaches of neck pains? ... ooo|
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What i5 the reason for your dental visit today?
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