hedizal Atert: | Condstiar: I Fremedication: | Adiezgies; Anesinesia:

i

MA + American Dental Assotiation

waragda.org

Name: Home Phone: { ) Business Phons: ( }
LasT FIRST MIDDLE
Address: ) City: State: Zip Code:
P.0. BOX ar Msiling Address
QOccupation: Height: Weight: Date of Birth: Sexr MO FO
53 Emergency Contfact: Relationship: Phone: { J

If you are completing this form for another person, what is your relationship to that person?

HAME HAELATIONSHIF

For the following guestions, please §X) whichever applies, your answers are for our records only and witl be kept confidential in accordance with applicable faws.
Plzase note that during your initial visit you will be asked some guestions about your responses to this questionnaire and there may be additional questions
conceming your health, This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

SENIAL IREORNATION

Don't
Yes No Know

Do your gums bieed when you brush? O O 0 How would you describe your current dental problem?
Have you ever had orthodontic (braces) freatment? o 0o a
Are your teeth sensitive to cold, hot, sweetsorpressure? 0O O D
Do you have earaches or neck pains? O oo Date of your last dental exam:
Have you had any periodontal (gum) treatments? O o a Date of last dental x-rays:
Do you wear removable dental appliances? o o o What was done at that Hime?
Have you had a serous/difficult problem associated
with any previous dental treatment? n oo How do you feel about the appearance of your teeth?
if yes, explain:

SMEDICAL-INEDRMATIO

Don't Don't

Yes No Know

Yes No Know

Are you taking or have you recenily taken any )
medicingfs) including non-prescription medicing? oo oao
If yas, what medicine(s) are you taking?

u jrouia_ﬁsivef,yes to any of the 3 items below,

‘please stop and return this form fo the receptioni -

Prescribed:

Have you ha

Over the counter:

Vitamins, natural of herbal preparations and/cr diet supplemenis:

Are you in good health? . o 0o n

Has there been any change in your general

health within the past year? o o o

Are you now under the care of a physician? . 0 oo Are you taking, or have you taken, any diet drugs such

f yes, what is/are the condition(s) being treated? Pendimin (fenfluramine), Redux (dexphenfluraming)
or phen-fen {fenfluramine-phentermine combination)? 0O a a
Do you drink alccholic beverages? 0o oo

Date of last physical examination:

If ves, how much alcohol did you drink in the last 24 hours?

in the past week?

Physician;

NAME FHOME

Y T — Are you alcehol and/pr drug dependent? [
If yes, have you received treatment? (circle one) Yes / No

RAME PHONE
Do you use-drugs or other substances for

AGDRESS CITY/STATE 2r recreational purposes? O O O
If yes, please list: )

Have you had any serious iliness, operation, Frequency of use (dally, weekly, etc.):

or been hogpitalized in the past § years? o 0 o -

' X - Numnber of years of recreational drug use:

If yes, what was the iliness or problem?

Do you use tobacco (smoking, snuff, chew)? o o0
if yes, how interesied are you in stopping?
{circle ong) Very / Semewhat / Mot interested

Do you wear contact lenses? 0O o o

PLEASE COMPLETE 80TH SIDES



Den't

Don’t
Yes Mo Know Yes No Know

Are you ailergzlc ic or have you had a reaction to? | Have you had an orthopadic total joint

'l&c;c.aF. anesthetics 3 g g {hip, knse, slbow, finger) replacement? 000

pirin ‘ L o et 5

" Penicillin or other antibiotics 0o 0 a If yes, when was this operation done

Barbiturates, sedatives, or sleeping plils o oo If you answered yes to the above question, have you had

Sulfa drugs o O o any complications or difficulties with vour prosthetlic joint?

Codseine or other narcotics O oo

Latex O o d

lodine & 20 Has a physician or previous dentist recommended

Kﬁy fe!"er/ seasonal g g g that you take antibiotics prior to your dental treatment? © O O

nimals N
. If veg, what antibiotic and dose?

Food (spacify) 0 o o yes, what antibioii o

Qther {spacify) O o o Name of physician or dentist™

Metals {specify} o o g Phone:

To yes respenses, specify type of reaction.

Are you or could you be pregnant?

Nursing?
Taking birth control pills or hormonal repiacement?

iy

wing diseases or problems.

Please (X] a response to indicate if you have or have not had ay frthe follo

Don’t Don't
Yes No Know Yes No Know

Abnormal bleeding O oo Hemophilia O Q-a
AIDS or HIV infection o o a Hepatitis, jaundice oriiver dissase o 00
Anemia g o n Recurrent Infections o o
Arthritis 0o a-o If yes, indicate type of infection:

Rheumatoid arthritis | R Kidney problems 0 oo
Asthma o o.o. Mental health disorders. if yes, specify: o o a
Blood transiusion. If yes, date: 0O oo Malnutrition O oo
Cancer/Chemotherapy/Radiation Treatment [ Night sweats o Qo o
Cardiovascular disease. If yes, specify below: R ] Neurological disorders. If yes, specify. [ I |
____Angina o Heart murmur Osteoporosis o o 8
_____ Arteriosclerosis . High blood pressure Persistent swollen glands in neck

__Artificial heart valves .. Low blood pressure Respiratory problems. If yes, speciiy below: O o0
____Congenital heart defects ____Mitral valve prolapse _____Emphysema ____Bronchitis, ete.
____Congestive heart failure ___Pacemaker ) Severe headaches/migraines o oo
____Coronary artery disease ____Rheumatic heart Severe or rapld welght loss o O o
___ Damaged heart valves disease/Rheumatic fever Sexually transmitted disease oo o
— Heart aftack * Sinus trouble 0o oo
Chest pain upon exertion g a Q Sleep disorder o o0
Chronic pain g o o Sores or ulcers in the mouth o onb
Disease, drug, or radiation-induced Immuncsurpression g 0o n Stroke o o o
Diabetes. If yes, specify beiow: O O Q0 Systemic lupus erythematosus o o g
—__Type [ {lnsulin dependent) ____Typell Tuberculosis o o Qa
Dry Moth O oo Thyroid problems [
Eating disorder. I yes, specify: 0O oo Ulcers 0 oo
Epilepsy oo o Excessive urination oo o
Fainting spells or sefzures c oad Do you have any disease, condition, er problem

Gasirointestinal diseass o ou not listed above that you think | shouid know about? oo Qg
G.E. Reﬂux/persistent heartburn o o a Please explain:

[ ]

Gilaucorna

NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
| certify that | have read and understand the above. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction. | will not hold my
dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors ar omissions that | may have made in the compietion of this form.

DATE

SIGNATLIRE OF PAMENTAEGAL GUARDIAN

Comments on patient interview concerning health history:

Significant findings from guastionnaire or oral inferview:

Dental management considerations:

Health History Update: On a regular basis the patient should be questioned about any medica! history changes, date and comments notated, along with signature.

Date Comments Signature of pétient and dentist

©2002 American Dental Association S500



ADA.
American Dental Association

Child Hecith/Dental History rorm Ao D

[Patient's Namz [Nicknarne IDate cf Birth
LAST FRET [ TEAL
Parent's/Guardian’s Name ) JHelationship i Patisnt
| .
Address i
PO OR MAILING ADDRESS CITY . SiATE AP ConE
Phone Sex MO FO
Homs Wark ’
Have you {ths parent/guardian) or the patient had any of the following diseasss o DTODIBITIS? sorvssesessressemsssssomrasenssssarapesss bbb s st s s e OYes HNo
1. Active Tuberculosis, 2. Persistent cough greater than a thres-wesk duration,  3.Cough that produces biood?
ff you answer yes 10 any of the three items above, please stop and return this form 1o the receptionist.
Has the chitd had any history of, or conditions related 1o, any of the foliowing:
0 Anemia 2 Cangcar O Epilepsy 0 HiV +/AIDS 0O Mononugleosis 2 Thyreid
0 Arifritis 2 Cersbral Palsy [ Fainting 0 Immunizations 0 Mumps 1 Tobacco/Drug Use
0 Asthma 0 Chicken Pox 0 Growth Problems [ Kidnay 01 Pregnancy (feens} [ Tuberculosis
0 Bladder O Chronic Sinusitis Q Hearing 0 Latex allargy 0 Rheumatic fever Q Venersal Diseass
0 Biesding disorders 0 Diabstes O Heart O Liver 0 Sezures 0 Ciher
[t Bones/Joints 0 Ear Aches [ Hepatilis O Msasles 0 Sickle cell
Piease list the name and phone number of the chiid's physician:
Nama of Physician Phone

Child's History Yes No

1. |s the child taking any prascription and/or over the countar medications or vitamin supplaments &t HhIS THTIET veevirenrcomraessmnssrssssnssas e siaans 1.0 O
If yes, please list: :

- 2. g the chid allergic to any medications, L.a, penicillin, antibiotics, or other drugs? If ves, plsase sxplain: . 2, 0
2. is the chiid allargic to anything elss, such as cartain foods? If ves, plaase axplain: ' 3.0 @A
4. How would you dascribs the child's eating habits? .

"§. Has the child ever had a serious finess? If yes, when: Please describa: . a
B. Has the child ever been hoSPIENZEAT i o o
7. Does the child have a history of any other ilinesses? K yas, pleass ist: .o 0
8. +as the child ever received 2 genaral aNestheli? w2 .0 o
0. Does the child have any inherited DIOBIBINS Fuesaivscsessrerrmeresstssmmnssrarsr st s oo

10. Does the child have any speech OFICUIIEET 1o v vrersvarerssosninsarasransssssins s srasssnsngansavens =

41, Has the child ever had a blood ransfusion?.... - reeeearareresssarn .Q a

12. Is the child physically, mentaliy, or emotionally IMPEIEAT v et N

13, Does the child experisnce excesaive bleading WHEN GLL? irsmmsne s s .0 0

14. Is the chiid currantly being treated FOF &MY TNEESEET wuvvirirsierseremssismssmamsssssist s sb s s s .0 9

15, s this the child's first visit to a dentist? If not the first visit, what was the date of ths last dentist visft B .0 Q

6. Has the child had any problem with dental traatmient in the PESET s .o Q0

17. ‘Has the child ever had dental radiographs {x-rays) exposed? v S ..

18, Has the child ever sufiered any injuries to the mouth, head or t2ath? ... O 0

19: Has-ihe chiid had any probiems with the eruption or shedding of tBEENT 1vevvecmrssesrnesesnirs s Lo o

o0, Hes the child had any orthodentic treatmemt? v reeatestamtetseesabreseentesE SRS RE Eaa R n s .0 4

2{, What type of water does your child drink? Q City water 0 Well water O Bottied water

o2 Does the child take fluoride supplements? . .0 Q0

23 |s fluoride toothpasie used? v e .0 0O

24, How many timas are the child's teeth brushed per day? when are the testh brushe .o o

o5, Does the child suck hissher thumb, fiRGErs OF PACHIEr e e srssiserss sttt st .0 Q

Breast feeding? Age
. a

o6, At what age did the child stop bottle feeding? Age
27, Does child participate in active recreational BCHIVILIEE? v imrsreaier s

NOTE: Both dogctor and patient are encouraged to discuss any and all refevant patient health issues prior 1o treatment.
i certify that | have read and understand the above. | acknowledge that my qussiions, if any, about Inquiries set forth above have been answered o my
satisfaction. | will not hold my dentist, or any other mamber of his/her staff, responsible for any action they take or do not igke because of errors or

omissions that | may have made in the cornpletion of this form.

. Date

Parant's/Guardian's Signafure

For completion by dentist
Commanis

For Office Use Only: O Madical Aled. 2 Pramedication =2 Allergiss. 3 Anssthesia Reviewed by,

Date .
. ) To Reorder call 1-B00-847-47438
or go onling &t wawaw.adacatalog.org

& American Denta] Association, 2005
Form 5707



Ivanrest Family Dentistry PLC
*You May Refuse to Sign This Acknowledgment™®
I have received a copy of this office’s Notice of Privacy Practices.

Print Name:

Signature:

Date:

Ivanrest Family Dentistry PLC may share my health and billing information with my
insurance carrier, specialist offices, and the following people:

relationship

relationship

relationship

relationship

Printed Name:

Signature: Date:

FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practices, but acknowledgement could not be obtained because:

o Individual refused to sign
o Communications barriers prohibited obtaining the acknowledgement
O An emergency situation prevented us from obtaining acknowledgement

o Other (Please specify)




