
_H·ea It~History Form ADA American Dental Association® 

America's leading advocate for oral health 

[ E-mail Today's Date: 

As required by law, our office adheres to written policies and procedures to 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 questions about your responses to 
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. 

IName: Home Phone: Include area code Business/Cell Phone: Include area code 

Last ____..• . __ _ __.___ Fjrst _t 
Address City State Zip 

Mailing address 


Occupation: Height Weight Date of birth: Sex M 


SS# or Patient ID: Emergency Contact Relationship Home Phone Cell Phone: 

) 


f~~~ !? f]. ,1Jf ') co1~_. ___ ~ . ~. 

If you are completing this form for another person, what is your relationship to that person 7 

Your Name Relot<QnshlP 

Do you have any of the following diseases or problems: (Check DK if you Don't Know the answer to the question) Yes No DK 

Active Tuberculosis ...................................................................... .. 0 0 0 
Persistent cough greater than a 3 week duration .. 0 o 0 
Cough that produces blood. 0 C 0 
Been exposed to anyone with tuberculosis .. 0 o c 

.Jiyou answer es to any of the 4 item"-_ b..:._ e,~L....;....;....;....;._-L..~s a-'- o v...;.

Dent a I I n for mat ion For the following questions, please mark (X) your responses to the following questions. 

I Yes No DK Yes No DK 

Do your gums bleed when you brush or floss7 . 0 :J 0 Do you have earaches or neck pains7 . C 0 :J 
Are your teeth sensitive to cold, hot, sweets or pressure7 :J 0 C Do you have any clicking, popping or discomfort in the jaw7 . [J 0 :.J 

Does food or floss catch between your teeth 7 . !J ::::J Q Do you brux or grind your teeth 7 . 
..., 

0 0'-J 

Is your mouth dry7.. ........ .. 0 ':J C Do you have sores or ulcers In your mouth7 C 0 0 
Have you had any periodontal (gum) treatments7 i:J 0 [j Do you wear dentures or partlals7 ... . . . . . . . . . . . . . . . . . . . . . . . 0 CJ 0 
Have you ever had orthodontic (braces) treatmenP . CJ [j 0 Do you participate in active recreational activities7 . . . . . . . . . . . . . . . . . . .. . u 0 0 
Have you had any problems associated with previous dental Have you ever had a serious injury to your head or mouth 7.. 0 0 0 

0 C 0 Date of your last dental exam: I::e:~~re~~7~~~aters~~~lyfIU~rid~te~7 ......... ... .. . . 
 .. 0 D C What was done at that time7 

Do you drink bottled or filtered water7 .. 0 0 [1 


If yes, how often7 Circle one DAILY I WEEKLY I OCCASIONALLY Date of last dental x-rays: 

Are you currently experiencing dental pain or discomforP .. ~ C 0 


What is the reason for your dental visit today7 

How do you feel about your smile 7 

Mediea I I n for mat ion Please mark (X) your response to indicate if you have or have not had any of the fol/owing diseases or problem-,-,­s. __ 

Yes No DK Yes No DK 

Are you now under the care of a physician 7 . C '] 0 Have you had a serious illness, operation or been 

Physician Name: Phone: Incluo'e dr~a (~)de hospitalized in the past 5 years7 . o [j [J 

If yes, what was the illness or problem 7 


Add ress/C ity/S tatelZi p: 


Are you taking or have you recently taken any prescription 


Are you in good health 7 . '] '] 0 or over the counter medicine(s)7 . 
 COD I 
Has there been any change in your general health within If so, please list all, including vitamins, natural or herbal preparations 
the past year7 . o '] '] and/or diet supplements 

If yes, what condition is being treated 7 

Date of last physical exam: 

© 2007 American Dental Association 
form S500 



MedieaI In for mation Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems. 
~~~~~---=~~~--~--------~----~~------~~~--~------------------------------------------------------~ (Check DK if you Don 't Know the answer t o the question) Yes No OK Yes No OK 


Do you wear contact lenses) . ...... .. . ..... ... ... ........ ... .... ... c::::: ~ =: Do y u use controlled substances (drugs)?.. ... ........... .. C;:J 0 


Joint Replacement . Have YOll had an orthopedIC total JoTnt (hll-),--- '-- --D you use tobacco (smo in9, snuff, chew, bidis)l ... :J 0 0 

knee, elbow, finger) I'eplac mentl .................... . ................. .... L 'l L If so, how interested are you in stopping? 

Date: If yes, have you had any complicatIOns' (Circle one) VERY I SOi.,,1E iIIHAT I NOT INTERESTED 


Are you ta Ing or schedul ed to begmtaking either ot the Do you drink al oholic beverages) ................... ....... ... .... ... . 0 0 0 

medications, alendronate (Fosamax$) or risedronale (Actonel'~) If yes, how much alcohol did you drin in the last 24 hours? _____________ 


for osteoporosis or Paget's disease 7 ...., [I ___:. ' ~ ::.,~h:.::o~w:...:.:..m:.::u:.:..h d:.::o~y'.::o:.::uLt:.:.y':.p:.::, ~ :::...:. e.::,k.:.,) ==========~L::.. I_f:.-ye::.:s c:.:.-= c.:::a:::"y:....:::.dr:.:.in:.:.k ln:..a w:.::e:.::
Sii lCe 2001, were you treated or are you presently schedLlled WOMEN ONLY Are you : 
to begin treatment w ith the in travenous hisphospl1onates Pregnant'. . ........... , 0 0 0 

(Aredia or Zome ta ') for bone pain. hypercalcem ia or skeletal INumlwr of weeks : _____ _ 

compli cations resulting from Paget's disease, multiple myeloma Takrng birth control pills or honmonai replacement) 0 0 0 

or metastatic cancer? . [J Nursing?. . . ........ ..... .. ...... .. . , 0 0 0 


Date Treatment begilr1 : __-:======-======-_-===
AITerQles' - A-e you allergiC to or have you had a reaction to: Yes No OK Yes No OK 

To all yes responses, specify type of reacuon Metals 0 o 0 .,
Local anesthetics .--' La ex (rubber) 0 0 0 
Aspirin C lodille 0 0 0 
Pen iCIllin or other antibiotics C :::J Hay fever/seasonal C 0 0 

~Barbiturates, sedatives, or sleeping pills 'I l\nimals C 0 0 
Sulfa drugs C F od C 0 
Codeine or other narcotics ;"J o her 0 0 0 

Please mark (X) your response to indicate if you have or have not had any of the following 'd iseases or prob·'ems. 
Yes No OK Yes No OK Yes No OK 

Artif icial (prosthetic) heart valve. C. AutOimmune dlSb15e ........... [] Hepatitis, jaundice or 
PrevIous Injective endocardit is . ~ =:J =: Rheumatoid arthritis .......... C [J ::J liver disease ... 0 0 0 
Damaged valves in transplanted heart . ...J Sy temlc lupus erythematosus . ::J ;:J Epilepsy .. ... 0 0 0 
Congenital heart disease (CHD) Asthma .... :J Fainting spells or seizures.. 0 0 0 

Unrepatred, cyanotic CHD .. Bronchitrs. . ..... L- 0 ::J Neurological disorders .. . 0 0 0 
Repaired (completely) in last 6 months .. Emphysema ...... .... .. . . • . C If yes, specify: 
Repaired CHD WI(n resloual deieru . Sinus troiJble ......... ~ C 0 Sleep disorder ..... .... ........ ..... . 0 0 0 

TuberculosIs . . ::::J =:J ::J Mental health disorders . 0 0 
Except for rhe condinons listed "Dove. am,blOtlc prophylaXIS IS no longer recommenoed 

Cancer/Chemotherapyl Spe ifyfor any other form of CHD. 

Riidlation Treatment ....... :::J .J ;:J Recurref'lt Infections.. . .... 0 0 0 


Yes No OK Yes No OK 
 Cl1est pain upon exert ion .. Type of Infection' 
CardiovasCl~la r disease. ........ .:J Mitral valve prolapse .. Chronic pain Kidney prob lems 0 0 0 
Angina . ...J C Pacemaker ...................... . Diabetes TYPE I or II ::J::J C- Night sweats... 0 I] 0 

- [Arteriosclerosis - Rheumatic fever.... ... .. .... , O 'i Eating disorder ....... , .... IJ "::J Osteoporosis . ....... ................. 0 0 0 
Congesti e hear t fai lure ....... J RheumiHi heart dISease ..... . 0 Malnutrillon. ::J I] [l Persistent swollen glands 
Damaged heart valves. [.J Abnormal bleedll1g .. ... ..... Ci Gastrointes tinal diseasE... I] 0 =:J in neck ..... ... ........ . . ..... 0 0 0 
Heart atlad . - r - , Anemia .......... '- C G.E Reflu xlpers., tent Severe headaches! 
H all murmur c c Blood trans fllsion . . I] hear burn .. .............. CJ I] m~~~es . 0 o I] 

l ow blood pressure If yes, date._________ UlCer> .' [J C Severe or rapid weight loss ..... 0 C I] 

High lood pressure .. ... .J C - Hemophilia Thyroid problems .LJ C C Sexually transmi ted disease ... C o 0 
rOther congeni;al heart AIDS or HIV Infection , StmKe.. ..n C Excessive urination................ 0 o I] 

defects .. .. .. .. ::J Glaucoma ... . 0 C 

Has a phYSICian or prev ous dentIst recommended that you' take-a ntibiotiCS prior to your dental treatmenP- .=: .--:-=.......... ........ .. , 0 o 

---.,-:---- --- ­

Name of physician or dentist making 'recommendatlo'l Phone: 

Do you have any diseaSE, conditio ,or problem not listed above tha you think I shou'd know about? 0 00 
Please explain: 

OTE: Both Doctor and patient are encouraged to discuss any and an relevant patient hea lth issues prior to treatment. 
I certify thall have read and 11 rferstand the above and that the In 'ormatlon glvel on thi~ form IS accurate . I understa d the Importance of a truthful health 
history and that my dentist nd his/her staff will rely on thiSjnform~tion for treating me. I acknowledge that my questions, If any, about inquiries set forth 
bove have been answered to my sat isfaction I will 110 h Id my dentls . or any other member of h,s/h r staff. responsible for any action they take or do not 
ake because 01errors or omissions that I may have marie III tile completion of this form . 

Slgnatu;:eQi Pat ienVlegal GuardIan Date: 

I 
FO R COMPLETIO N BY DENTIST 


Co mments:___________________________________________________________________________________________________________ 




------------------------- --------

------------------------- --------

Fedele E. Vero, D.D.S., P.C 626 McLean Ave 
Christine N. Furno, D.M.D. Yonkers, NY 10705 
Daria Grillo, D.M.D. (914) 476-0100 

In an Effort to provide you with optimal quality of care 
we ask you to review the following: 

- Arrive 10 minutes before your schedule appointment. 

- Finalize financial arrangements prior to beginning treatment. 

- If you must cancel or change an appointment give 48 hours notice, 
otherwise, a $150 administrative fee will be automatically charged. 

Patient Signature Date 

Staff Signature Date 



SMiliE ANALYSIS 


WHEN I SEE A PICTUltE OF MYSELF I THE FIRST THING I NOTICE ABOUT MY SMILE 

IS,____~~~--------------~--~~~--------~------------------

SOMETHING I OFfEN NOTICE ABOUT OTHER SMILES I CONSIDER ATTRACTIVE 

~----------------------------------~--------------------------

PLEASE MARK ANX BYANY STATEMENT YOU AGREE WITH. 

__1WISH MY TEETH WERE WHITER. 

__I WISH I HAD A BIGGER. SMlLE. 


___1TH1NK SOME OF MY TEETH ARE TOO SMALL. 


__1THINK SOME OF MY TEETH ARE TOO LARGE. 


__1WISH MY TEETH WERE STRAIGHTER.. 


____My GUMS SHOW TOO MUCH WHEN I SMU.E. 


__1THINK THERE IS TOO MUCH SPACE BETWEEN SOME OF MY TEETH. 

__BECAUSE 1AM NOT TOTALLY PLEASED WITH MY SMILE, I SOMETIMES HESITATE TO 
SMILE. 

_. _1 HAVE OFfEN WISHED 1 COULD CHANGE SOME OF THE FEATURES OF MY SMILE. 

_ ·_1 AM CONCERNED OVER. WHAT THE END RESULt MIGHT LOOK IF I CHANGE MY 

SMILE. 

__1 AM CONCERNED ABOUT THE COSTS RELATEO TO ENHANCING MY SMILE. 

__1THINK. 1NEED TO DO A BETTER JOB PROTECTING THE HEALTH OF MY SMILE. 

__I FEEL AS !]:lOUGH I DON'T R.EALLY KNOW ALL OF THE OPTIONS AVAll-ABLE TO 
ENHANCE MY SMILE. 

--- -----_ ... ..._._.-. . . 


