CAHOON FAMILY DENTAL

Medical History Form

Patient Information: The medical information requested below is vital in helping us provide our best care to you for both your dental needs and overall
health. Our team may ask additional questions regarding your health history based on your responses. This information is for our records and will

remain confidential.

Patient Name

Today’s Date

PATIENT DENTAL HISTORY
Reason for your visit today

Date of last cleaning and exam

1 1 1 1
Do you have any pain or discomfort?.........ccccvvreenne —'Yes — No Are your teeth sensitive to hot or cold liquids?............c........ — Yes — No
1 1 1 1
Do your gums bleed?........cccocvvvivviiiinieeciieeceeeenn —'Yes — No Are your teeth sensitive to sweet or sour liquids/foods?...... —'Yes —'No
1 1 1 1
Have you ever had surgery on your gums?................. —'Yes — No Do you have any sores or lumps in or around your mouth?.. — Yes — No
1 1 1 1
Have you ever worn braces?......cccoccvveeeveeenveeencineennns —'Yes — No Are you unhappy with your smile?.......c.ccceccveeeviiiieriieensnennn. —'Yes — No
1 1 1 1
Do you clench or grind your teeth?.........c.cccceeevvvennen. —'Yes — No Do you bite your lips or cheeks frequently..........cccceeeceeveeee.. —' Yes — No
1 1 (.
DO YOU FlOSS?..uiiiiiiiiiiiieciiee et —'Yes — No Have you ever had trauma to your face or mouth?............. — Yes —'No
How often? How many times per day do you brush your teeth?
PATIENT MEDICAL HISTORY
Do you, or have you had, any of the following?
YES | NO | CONDITION YES | NO | CONDITION YES | NO | CONDITION
Abnormal Bleeding From a Cut Excessive Bleeding Mitral Valve Prolapse
AIDS/HIV Positive Excessive Thirst Pain in Jaw Joints
Alzheimer's Disease Fainting Spells/Dizziness Parathyroid Disease
Anaphylaxis Frequent Cough Psychiatric Care
Anemia Frequent Diarrhea Radiation Treatments
Angina Frequent Headaches Recent Weight Loss
Arthritis/Gout Genital Herpes Recurrent llinesses
Artificial Heart Valve Glaucoma Renal Dialysis
Artificial Joint Hay Fever Rheumatic Fever
Asthma Heart Attack/Failure Rheumatism
Biopsies Heart Murmur Scarlet Fever
Blood Disease Heart Pace Maker Shingles
Blood Transfusion Heart Stent Sickle Cell Disease
Breathing Problem Heart Trouble/Disease Sinus Trouble
Bruise Easily Hemophilia Slow-Healing Mouth Sores
Cancer Hepatitis A Sore/Enlarged Lymph Nodes
Chemotherapy Hepatitis Bor C Spina Bifida
Chest Pains Herpes Stomach/Intestinal Disease
Cold Sores/Fever Blisters High Blood Pressure Stroke
Congenital Heart Disorder Hives or Rash Swelling of Limbs
Convulsions Hypoglycemia Thyroid Disease
Cortisone Medicine Irregular Heartbeat Tonsillitis
Diabetes Kidney Problems Tuberculosis
Drug Addiction Leukemia Tumors or Growths
Easily Winded Liver Disease Ulcers
Emphysema Low Blood Pressure Venereal Disease
Epilepsy or Seizures Lung Disease Yellow Jaundice
1 1
Have you ever had any serious illness or condition not listed above? — Yes — No

If yes, please explain




| | | |
Are you required to pre-medicate prior t0 dental treatMENT? . .....ii i e e e e bt e e eraeeeaaeas — Yes - No

1 1
Are you cUIrently UNCEr @ PRy SICIAaN"S CAr?.....uuii i et cciiee et et e sttt e ettt e e rtb e e e s bt eesbeeeatbeeesebeeesabeeeansaeaesseeessbaeeassaeeensseesssbaeenntseennnne —'Yes — No

If yes, please explain

Please list all the names and phone numbers of the physicians who are currently providing you care.

Please list any medications you are currently taking, with the dosages.

Please list any dietary or herbal supplements you are taking, and for what purpose.

If yes, please explain

1 1
Have you ever had a serious head OF NECK INJUIY ... ittt e e ettt e e et e e e e stb e e ebbee s sbeeessseeesabaeesnteaensseeas —'Yes — No

If yes, please explain

1 (.
F N LR Yo LUl Lo I B o T=Yo -] I L= o PSPPSR —'Yes ~— No

If yes, please explain

Do you have a history 0f high DlOOO PrESSUIE?......ciiuiii ittt e et e e st e e e s ta e e esateesbaeaatbeeessbeeessbaeasssseeesseeesnseeesnsseennes —Yes “~— No

If yes, what is a typical reading S /D

Have you ever used Biosphoshonate drugs (Fosamax, Aredia, Zometa, Actonel, BONIVa)?......cccceeiiieeiiiiieiiiee e ciee e esvee e — Yes “— No

If yes, when did the treatment begin and end

Are you currently taking any of the following medications:
Antacids
DilANTIN OF TEEIETO .. eiue ittt ettt sttt st st bt ses et et st sas s et aaesbees b ereate sessessre et sbsassnsassssnssesassasesssssssssasessessssnseensenss —— YES = NO
BarDITUATES ..oviiii ettt st e bbb s s b et e bt e b bt et ena e serens s ensnesenens e esnenne —— €S = NO
St. JOhN'S WOrt OF KaVa-KaVa.........c.coeueiiiininiriiiiciie sttt s s st et sns e sen st sss s sessns s sssssesenensssssnsssesessnssssnnenssenss —— YE€§ = NO
Tagamet (Cimetidine) or PriloSeC (OMEPIrazole).......couvierivieievirerireie st et eeste s eress st st s ssease st st sesessssesessessseasesssesassssssssssssasessnsenes —— YES = NO
Cardizem (Diltiazem) or Calan, 1SOPtin (VErapamil).....cccuv e ceriierine ettt erase e v s s e v sssesesstesessessssasesnsssesassesnnnens —— YES = NO
SEIZONE (NEFAZOUONE) ...t ittt ettt ettt et st sttt et bss et st s et st s b es b eas et ses et st et st sessesassstsnsssessasesesssssssasessesnsnsaneass == YES == NO
Diflucan (Fluconazole) or SPOronoX (ItraCoNAzZOIE).......cueviceceieieriie ettt er ettt aer s st s et ese b ses s ass et snssnsssneesnnnenns == YES == NO

BiaXin (ClarithrOMYCIN w.ociceicriee ettt ettt st st bt st bt st st ettt ea st st as et sessessrsasessssssesassasesessesaseasesssssssssasesssssnenees == YES == NO



Do you regularly consume grapefruit juice, grapefruits or grapefruit @XIract?........coouiiiiiiiiiiiie e —Yes “— No

(- (-
(Do Yo TU VIl o] o ol ol X TR PPPR — Yes

— No

If yes, what type and how frequently

| | | |
DO YOU USE ANy CONTIOIEA SUDSTANCES? .. uiiiiiiiieiiiee ettt ettt ettt e sttt e s bt e e e s s bt e e sabteeastbeeesbeeesabeeaansaeeessbeeesabaeeansbeeessbeaeansaaesnsseens —Yes “— No

Are you allergic or have you had a reaction to any of the following:
LOCAI @NESTRELICS. ... itiere ittt s bbb b b s b b e b s i b b sha i bbb b b
PeniCillin OF OTNEr @NtIDIOTICS. .....ccoiviiie ittt s bt s s b sa et seb b s eba b b bbb b seb bt ens
Codeing, Valium OF OTNEI SEAATIVES.......cvecviee ettt ettt sttt st st e e et et et esbesses s aesseseasaasaassassasseeaseatesbesss s ssnsssssessenaos
L= = OO OO

IMTBEAIS .. et ettt ettt et st ettt st et et e b ses bt e b ses et s ea saees et a2 a4 es ek eae a4 sea ekt eR e4e et et eae a4 s et ea e4ees s eadebe sen ek 4t et eee ettt aae et enbeneeees

If Others, please list

For Women Only:

Are you pregnant or think YOU COUIA D8 PrEgNant?.........uiiiiiiiiiiiieiiieeeieeertee sttt s ettt e ettt eesate e e sbaeeebeee e sbeeesabaeesabeaessseeessbaeessseesnsseeens — Yes

(- (-
If not pregnant, are you planning a pregnancy in the NEAr fULUNE?...........iiiiiiiiiiiie ettt e et e st e e sba e e saaeeessseee e — Yes

| | | |
Are you cUrrently USING Oral CONTIrAaCEPTIVES 2. . .iiiiiiii ittt te et e et e ettt e et e e e stteeesbeeesateeeasbeeesabeeesasteeeasseeesbeeesssaeesasseeesabseesnssaasnssen — Yes

(- (-
ATE YOU @ NUISING MOTNEI? . ettt et e et e e st e e e e bt ee e abeeesateeeaatseeeebeeeastaeeaasseeesbeeeaataeeassseeessbeeeassaeeansseeesbeeeanteeennsseas — Yes

| certify that | have read and understand the above information. To the best of my knowledge, the questions on this form have been accurately answered.

I understand that the above information is necessary to provide dental care in a safe and efficient manner and that providing incorrect information can be
dangerous to my health. It is my responsibility to inform Cahoon Family Dental of any changes in medical status. Should additional information be needed,
| give permission for my respective health care provider or agency to release such information to Cahoon Family Dental.

(Please Print) Name of Patient Signature of Patient/Parent or Guardian Date

(Please Print) Name of Doctor Signature of Doctor Date






