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Patient Dental & Medical Health History Information

Te our patients: Please know that we may ask fol[ow—up questions to make sure we have all of the information we need in order to treat you.

lPATlENT INFORMATION o e "
Last Name: First Name: Middle Name:
Home Phone: Cell Phone: Work Phone:

Ernail Address:

Mailing Address: City. State: Zip:.
Date of Birth: / / Gender:

Occupation: .

Emergancy Contact: Name: Relationship: . Phone:

If you are completing this form for another person, what is your name and relationship to that person? Name: Relationship:

If executing this form as the patient’s personal representative, | represent and warrant that | hava full legal right and autherity to consent to the performance of any procedura(s) on this
patient, If for any reason | no fonger have such lega! right and authority 1 wﬂI immediately nofify the practice in wrltlng ;

| DENTAL: HISTORY & SYMPTOMS.
\What is the reason for your visit today?

Are you currently expertencing any dental pain or discomfort? O Yes [INo  If yes, where?

When was your last dental exam? / / What was done at that appointment?

When was the last tirme you had dente] x-rays taken?

b Pleasefmark an ")&' in the box ONLY i thls appﬂes to youi”

Isithardtoopenyourmouth? ..o o 0 | Have you ever had a serious injury to your headormouth? ... ...

Does it hurt to chew, bite or SWalloW? ..o\ eorr s cenre e e e rcaennns 1 | ¥fyes, please describe what happened and when it happened:

Do your gums bleed when you brush or floss your teeth? oo O -
yxrs —— 4 24 ke scali d anina? 0 Have you ever had problems with denta! treatment inthe past?.............. ..., |

Have you ever had pericdontal {gum} treatments ltke scaling and root planing? ........ if yes, please describe what happened: i

Da you have, ar have you ever had, any sores or growths in your mouth? ........... a

Bo you clench or grind your teeth? ............. R PERRRET ¥ | Have you ever had a reaction to, or problem with, dental anesthesia? . .............. |

Daes Your jaw click, POp or BUME? ... . oot e 3 | If yes, please describe what happened:

Do you have earaches or RECK PAINS? .. ....... v iiiissieinnrsiia e iiia e, O

D085 denis] TABTIANT Ak YOU MIVOUS? 1 .. ¢+ 4ss s ciirsesisiatomniasenasions | Are you unhappy with your smile?. ... S 0

: - If yes, why? Please mark afl that apply:
Have you ever expe.raenced any gf these steep-related b.reathrr!g dlslorders? ........ O [T The color of your testh T The shape of your teeth [} The position of your te eth
3 Mouth breathing [J Snoring [ Trouble breathing during sleep EI Oth i PIease descnbe
'MEDICATIONS & OTHER PRODUCTS/SUBSTANCES . : R

Please use an “X* to mark your answers to the following questicns. ; Yos Mo ?

Are you taking any blood thinners (such as Coumadin, Warfarin, rivaroxaban {Xarelto®), debigatran (Pradaxa®), clopidagrel {Plavix®), heparinor aspirin}? .. ... ........ Oooo
if yes, what medication are you taking? i

Are you taking any medication to treat osteoporosis or Pagel’s diSEase? ... .. ... e e e aeaaa e ooo

Some commeonly-prescribed drugs include alendronate {(Fosamax®), risedronate (Actonel®), ibandronate (Boniva®), zolendronate (Reclast®), and denosumab (Prolia®).

If yes, what medication are you taking?
Are you taking, or scheduled to take, an IV medication to treat bone pain, hypercalcernia or skeletal complications resultmg from Paget’s disease,

multiple Myeloma oF MEMESIALIC GANCEIT . . . ..ottt e ettt et o et et t vt e s e b it e e e e e et e e ettt it e e et e e ae e e e i et ean s 0o oo
Sorne cornmanly-prescribed drugs include denosumab (Xgeva®), pamidronate {Aredia®) or zolendronate (Zometa®).
If yes, what medication are you taking? How many years have you been taking it?
Are you takirig hormonal FeplacemEnts . . . . . ... e T [
Do you use any form of tobacco or nicotine products (cigarettes, agars, SRt Chews BIIE Y e e S R S SR R R R R i i O I
Dlo you use VAP ProdeEST . L L L. i e e e e e e e e e e e e I
How many alcoholic beverages do you have per week? ’
Do you use controlled substances (drugs), including marijuana, for either medicinal or recreational reasons? . ... ... .. .. e R OO0
if yes, what substances? If yes, how oftenis youruise? D Daily [ Several times per week [l Weekly [ Occasionally
 Ws the substance prescribed by a doctor? OiYes [No If yes, for what reason(s)?
Do you take any other prescriptions and for over-the-counter medicine(s), vitamins, herbs and/for supplements? .. .. .......... ... ..... . I I I

If yes, please list them here and include information about how much and how often you use each one.
WOMEN ONLY: Are you:

Tk i T R O RO PSP e P R R 0ooo
Pregnant? [f yes, number of weeks: e A A R e A O e Oooa
Rursing? Ifyes, nummber of weeks: e e e s R T R R R OooOoaa
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'AL'I.ER_GI_ES Plea_'s'e use an ."'_)_('.‘. to mark your answars to the following qa.iésttt_in;'.

Are you allargic to or have you had an allergic reaction to: Yes No ? Yes No 7
PPN 0 5L s i ol S I SRS O O O  Sulfadrugs such as sulfamethaxazole-trimethaprim {Septra, Bacirim),

Barbiturates, sedatives or sleeping pilis. .............. i O O B erythromycin-sulfisoxazote, sulfasala-zine (Azulfidine), erythromycin-

Codeing or 0ther NAMCOHICS .. ... vt it i s O 0O B8 sulfisoxazole (Eryzole, Pediazole) glyburide (Diabeta, Glynase PresTabs),

Hay fever/seasonal allergies ... .. ..o i i O O B dapsone, sumatriptan {Imitrex), celecoxib (Celebrex), hydrochlorothiazide

TR s 0 B S A T 4 OO0 {Microzide) and furasemide (Lasix), ... .oeiveeiann e, = i 61 =)
Latex {rubber) ........... e R A R A e e O ooo
oAl TR RS s arnaim s o A A e A R e Oooao . ; ;

Metals ..ot e A R b m f Peseddshaay e answers ang Indite Mfomationabaut yaur experience:
Penicillin or othar BNBDIGEICS. . . ...\ o e e [ R
'MEDICAL & SURGICAL HISTORY LT T mome eee 7 oy g 8

Date of last physical exarm: / / What is your normal blood pressure (systolic, diastolicy?

Doctor's Name; Phone: )
Please use an *X* to mark your answers to the following questions. Yes Mo 7
-Are:youingood physical Bealthi? o s s s R S R R R R B N S R BRI S 0onono
Are you currently being seen or treated by a physician? ....... ... R T O Y D S ooo
Has a physician or previous dentist recommended that you take antibiotics before having dental work done? ... ... oviiii i oo
Have you had a serious illness, operation or been hospitalized inthe past Syears?. ... u i oo
Have you had any type (either total or partial) of joint replacement surgery {such as for a hip, knee, shoulder, elbow, finger, etc.)? ...l e ood
Have you had a heart valve replacement or heart surgery? S S S T S A AN [
Have you had an organ or bone marrow/stem cell Bransplant? ... .. ... o i e s e o I |
Have you traveled internationally withinthe last 30 days. ... oo i T |
Have you had & fever (100.4°F or above) in tha st 72 Bours? L. i i i e e e e s e e e s S N— ooog

If you answered yes to any of the above, please explain:
'MEDICAL HISTORY SPECIFIC. Please.use an “X” to mark your answers to the following questions. -
Do you have, or have you been diagnosed with, any of the fellowing conditions?

Yes Ho 7 Yes Mo 7 Yes Mo 7
Heart (Cardiac) Health Lot 70 OO {0 Dpigestive Health
Pacemaker/implanted defibrillator ........... Ooa Type: Gastrointestinal disease ........cooviiiine oo
Artificial (prosthetic) heart valve . ........... O0c0o Date of diagnosis: G.E. reflux/persistent heartburn (GERD). . .... Ooan
Frevious infective endocarditls ........... ... o0oo Chemotherapy: Stomachuicers.. . ..ooviiienanan. S [
Congenita_l heart diseatse PEHET e I I R | Radiation treatrment: . Eye {Visian) Health
Unrepaired, cyanotic CHD................ 8 0 0 piood (Circulatory) Heaith GlBUCOMA. 1+ v vvvevreereireneeaanaeenns oono
Repaired (completely} inlast6months . ... 1 O O ppagia R e 0o Oilier
Repaired CHD with residual defects ... B 00 Bloodtransfusion.........c.covvveeeennn... OO0 sethrits 0oo
Arteriosclerosis. ..o i ElEE 5 S R e S AR s
_ if yes, date: - Chronic pain onood
Coronary artery disease . ... .ovireveinenns ooo o ! BRI o nmin
& Ll P Ooo Hemophilia::: wopmminnsrnman msiomimms oo Diabetes (ype FOF 1) o eveeeerneenennn.s ooQo
ongestive heart failure . ................... High or low blood pressure. ....ouvivviinis O 00 Eating disorder oono
Damaged heart valves ......oc.oveiviiensn oDoo : : e e
Haart abtack o R 0Onn Bra!n (Neurological)/ Mental Health Frequent |nfect|o‘ns ........................ [ I
Heart murmur/rhythm disorder ............. OO0 Amely..... 0gad Type of_ mfec_tmn: _ _
Rheurmnatic heart disease, . ............ooon.. 00 Depression .....oooiiiin {1 O 0  Hepatitis, jaundice or liver disease ........... O0ono
CHOKE. Oogao EPIlepsY v vt e [0S | Immune deficiency. .. ... b0 on0
Mental health disorders . ....ooooeiian .. OO0 O Kidneyproblems....oooviiiiainiriccnnnas oo
Breathing (Respiratory) Health  Neurological disorders, ........oooovveiiinns OO0  Manutrton ..ooveee e, Oooo
Asthrma (COPD .o B O O post-traumatic stress disorder ... ......... O DO O OSteOporosiS. . oo rerreeeinssaneaenns .L..ooo
Bronchitis, ... 20 O aumatic brain injury or concussion. ... ... 0 £ [3  Rheunatoidarthritis . ...oovvvvinereiriinns Ooa
EMphysema. ... oot ogoo Autelmmicne Dlsesse Sexually transmitted infection (ST}, ......... oon
Sinustrouble, ... ..o e OO0 ; Thyroid oroblems Oo0Qg
TR CUIDE o 000 ADSerHVinfection.........ooois gud WRRPIEREIR e mennd s by
] [ o0od
Do you have any disease, condition, or problem that’s not listed here? i so, please explain.
'MEDICAL SYMPTOMS/GENERAL Please-use an “X" to mark your answers to the following questions, s _
in the past 30 days, have you: Yes No ? Yes No ? Yes No ?
had pain or tightness in the chest?........... O O 3 | found it hard to catch your breath? ... ....... O O K | experienced vomiting, diarrhea, chills,
coughed up blood or had a cough that had a high fever (greater than 101.5°F) for night sweats or bleeding?................... ooao
tasted longer than 3 weeks? ................ O D0 DO |noreason?. ..ooviiiviininneirnannenienns 0 O O | had rmigraines or severe headaches? . ........ oo
been exposed to anyone with tuberculosis?... O 0 O | noticed a change in your vision? .. ........... ooag 3
_had a rapid or imegular heart beat? .......... 1 00 0 | faintedfornoreason?. ...........oiiat 0nono

NOTE: It's important for both the doctor and patient to talk honestly about the patient’s heaith before dental treatment starts.
.| have answered the above questions completely, accurately and to the best of my ability.

Signature of Patient/Legal Guardian: : Date:
'FOR COMPLETION BY DENTIST - o S m e T GRS TR DT

Comments:
Office Use Only: 1 Medical Alert [ Premedication O Allergies [ Anesthesia
Reviewed by: Date:
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